td 


- 


VS. A15 8-51 p. ) 


at 


information careful 


FOR BINDING 


MARGIN BR: 
WITH UNFADING INK. Supply every item of 


he correct 


i 


PLEASE WRITE PLAINLY, 


f death clearly and legibly. 


tant. Physicians: please write the causes o: 


age is especially impo: 


Tg. STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
: R019 CERTIFICATE OF DEATH ne vise OOS 


—————————————————— 
I, PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 


COUNTY, MARYLAND erate Dol : COUNTY 
CITY (If outside corporate limits, write RURAL | LENGTH OF STAY 


OR aya give penrest town) {in this place) CITY (If_putside corporate limits, write RURAL and give nearest town) 
Se 4 Lippe 7 20 OR fp VER ores x 
HOSPITAL OR STREET (frural, give location) 


INSTITUTION OR ADDRESS 
Jpg STREET ADDRESS ff. Bs cs) -L)- of 
3. NAME OF (Firat) (Middle) (Last) 4. DATE (Month) (Day) (Year) 
DECEASED or 


(Type or Print) SVUVYDER (4ICCFL ALMLD 


6. SEX: 6. COLOR OR 7. SINGLE, MARRIED, 8. DATE OF BIRTH: 

RA WIDOWED, DIVORCED, 
(Specify): - 
Ia, USUAL OCCUPATION (Give kind of | 10h. KIND OF BU} 
work done during most of working life, INDUSTRY: 
even if retired) 


13. FATHER'S ‘AME: 


Ze Was Deceasen Ever In U.S. ARMED Forces 7 16. Soctan SecuntTy No.: 
(¥@s, no, or unk. | (de oy give war or dates of 7Y M z 

y? service 2 / a 2 )- 
Intervat BETWEEN 


1 DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH: ONSET AND DEATH 


“20.4 


Immediate cause 


peata:; MPKCHf# 2p 5S” 


9. AGE last birthday: | +F UNDER 1 YEAR | IF UNDER 24 HRS. 
Rents Days | Hours Min. 


yrs. 
If. BIRTHPLACE (State or foreign country) : 


8S OR 12, CITIZEN OF WHAT 


COUNTRY? 
U2. S+A 


14. MOTHIER’S MAIDEN NAME: 


Antecedent cause(s) 

Diseases or conditions, if any, 
giving rise to the above couse. DUE TO 
stating underlying cause last 


{c) | 
If. OTHER SICNIFICANT CONDITIONS: 


Conditions contributing to the death but not fv | 
related to the disease or condition causing death. 0 VE F, 


198. DATE OF OPERATION: | 19b. MAJOR FINDINGS OF OPERATION: | 20. AUTOPSY? 
MOWE Yes) Noe 
21. ACCIDENT (Specify) PLACE (Home, farm, factory, strect, | (CITY OR TOWN) (COUNTY) (STATE) 
SUICIDE office bldg., etc.) i 
HOMICIDE INsuRY i 
TIME (Month) (Day) (Year) (Hour) | INJURY OCCURRED | HOW DID INJURY OCCUR? 
OF While at — Not while 
INJURY M. | work(] at wors (J = 
22. I hereby certify that I ae the deceased from. Ef’ BS 198 to MARE: ra AecH, 19.66, that I last saw the deceased 
alive on. "dale 19.9599 Pg death occurred at. 2F7 cicsins, Bos the causes and on the date stated above. 
SIGS TU x 3 OR TITLE) ADDRESS DATE SIGNED 
ss; Oe Yes Mote Aud St: wegraws7in, My 3/2 (3 
33, BURIAL, CREMATION ri NAME OF CEMEDERY QR CREMATORY LOGATION (City, town, or county) (State) 


p 


Vipes een) (Specify) : 


Lian 
ADDRESS 


$A Nvaung 


SS6l OF y 
DY anas 
cle — 
a 


ee, 


a» 
- 


VS. AIBA - 5-53 


MARGIN RESERVED FOR BINDING 


PLEASE WRITE PLAINLY, WITH UNFADING INK. Supply every item of 


information carefully. The correct 


i 
f death clearly and legibly. 


age is especially important. Physicians: please write the causes 0: 


ae 
te we ND spare gear OF HEALTH—BALTIMORE, 18 he plo 
ia - 


INER’S CERTIFICATE OF DEATH wo..Z%..... 


1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
county Carroll MARYLAND state Maryland county Carroll 
CITY (it outside corporate Timits, write RURAL | LENGTH OF STAY CITY (If outside corporate limits write RURAL and give nearest town) 
OR and give nearest tpy thjs place) OR. 
TOWN yresdbigercd Ait. vas ee 
ee Fe R ai Office of Dr. noward “Ha Sc s (If rural, give location) 
STREET ADDRESS Sykesville, Md. Check, ‘ 
5. NAME OF (First) (Middie) (Last) * DATE (Month) (Day) (Year) 
(Type or Print) RAYMOND LORRAINE ARRINGTON DEATU March 7 i 55 
&. SEX: 6. COLOR OR ve WIDOWED, DIVORCE 8 DATE OF BIRTH: 9. AGE last birthday: | iF UNDER 1 YEAR | IF UNDER 24 HRS. 
Male "White (Specify) Device: Jen Wee /9 | 36 yrs, | Months] Daze [Hours | Min. 


10a. USUAL OCCUPATION (Give kind of 
ork done during most of work life, 
a pe tivretired); 
Aan Be: ALAPTALER 


13. FATHER'S NAME: 


10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or foreign country}:| 12. CITIZEN OF WHAT 
INDUS TRY : ey, COUNTRY 
dort) Dil ae D 


S — * 
A Leep ated QO. ¢E DL B20) geegy /7/- 


15. ‘AS DECEASED Ever IN U.S. ARMED Forces ?| ye : . RMA ESS: 
DeMaris eecremetcesay (pad Sea oc aOs | Re EO CR ale 


14. MOTHER’S MAIDEN NAME: 


"18. MEDICAL CERTIFICATION 
I. DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH: 
4 A F P 
HE ones (a)... congestive heart failure - etiology. undetermines 


| year |tervice af oF // 03-29 Dr thn  lettontE: ltartlesedle,, rd 
Aa r 


INTERVAL BETWEEN 
Onset anv DratH 


Antecedent cause(s) 
Diseases or conditions, if any, (DB) sme cece 
giving rise to the above cause DUE TO 
stating underlying cause last (c) 
IL OTHER SIGNIFICANT CONDITIONS (ue CAE 


TO THE DEATH BUT NOT RELA’ 
DISEASE OR CONDITION CAUSING DEATH. 


Toa. DATE OF OPERATION: | 19b. MAJOR FINDING OF OPERATION: 20. AUTOPSY? 
Not] 

2la. EXTERNAL CAUSE WAS 21b. fate (Home, farm, factory, 2lc. (City or town) (County) (State) 

PRIMARY Ook CONTRIBUTING 1] street, office bldg., ete., 

CAUSE OF DEATH. fusuRy 

21d. TIME (Month) (Day) (Year) (Hour) | 2le. INJURY OCCURRED 21f. HOW DID INJURY OCCUR? 

While at Not while | 
INJURY. M.} work C] at work 


22. I hereby certify that I took charg e of the remains described above, held an Autopsy £], Inspection (], Inquiry [, anc 
find that-deaph resuljed from: Ajatural causes EH, Accident 1], Suicide (J, Piowicide 1, Undetermined cause 


SIGNATURP fy i fice Wi CHIEF MEDICAL EXAMINER DATE SIGNED 
F, DEPUTY MEDICAL EXAMINER 
Ly “ A f M.D. ASSISTANT MEDICAL EXAM. Mi: 3 Q 
23. pe a Bone eaLNe | DATE THEREOF NAME, OF oa Ze OR CREARYPORY BOO VEN Oley town, or county) State) 
L peel 7) Z- if ‘O- eet fe y 
Dire REOD. BY LOCAL | RES S SIGNATU. iy, 24, FUNERAL DIRECTOR” ADDRESS: 
9g 4 12 
| Wai 7. 5 Watts Sleer) iH. recced¥. = edaaeeille, 20d 


VS. A15 — 10-53 


MARGIN RESERVED FOR BINDING 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information carefully. The 


correct age is especially important. Physicians 


please write the causes of death clearly and legibly. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ()25()6 


2521 CERTIFICATE OF DEATH Reg. Dist. No, 7%...... 
1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
COUNTY CAREOLL MARYLAND. state Maryland county Wicomico. 


CITY (If outside corporate limits, write RURAL 
OR and giv: peereet town) 
Town Rura ykesville 


LENGTH OF STAY CITY(If outside corporate limits, write RURAL and give nerrest town) 


in this place! 
Tees ae own Salisbury, Maryland 95 /2-9, 


HOSPITAL OR STREET (If rural give location) 

INSTITUTION OR ie z - ADDRESS 
(S STREET ADDRESS Springfield Stete Hospital unknown y 
3. NAME OF (First) (Middle) (Last) 4. DATE (Month) (Day) (Year) 

DECEASED: . OF 

(Type or Print) DELIA BEAUCHAMP DEATH: 3 2919 55 
5S. SEX: 7. SINGLE, MARRIED. 8. DATE OF BIRTH: 9. AGE last birthday IF UNDER 1 Yean 


6. COLOR OR 
RACE; 


W 


If UNDER 24 Hae. 
Hours | Min. 


WIDOWED, DIVORCED, 


Female (Specify): Widowed 


2/25/67 88 


Montha | Days 


HOA. USUAL ¢ OCCUPATION (Give kind of} 108. KIND OF ‘BUSINESS 11. BIRTHPLACE (State or foreign country): |12, CITIZEN OF WHAT 
per ine most of working life.| OR INDUSTRY: COUNTRY? 
tired) = 
/ a OneEsTPa Maryland USA 
R'S NAME: 14, MOTHER'S MAIDEN NAME: 
Edward Hammon Amelia Rebecca ee 2 
=e Bcf 


15, Wag DECEASEO EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY No. 17, INFORMANT & ADDRESS: 


Uipee eR gla Bi aad stb Sard Nowe Record, Springfield State Hospital 


of service) Ag yf = 
18. MEDICAL CERTIFICATION INTERVAL, HeTOTEGn 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


ONSET AND DEATH 
y 


ook aes as Bilateral Pulmonary Tuberculosis 1-1/2 yrs. 


DUE TO 


ANTECEDENT CAUSE (S> 


DISEASES OR CONDITIONS, IF ANY. (BD Generalized arteriosclerosis years 
GIVING RISE TO THE ABOVE CAUSE pye To 
STATING UNDERLYING CAUSE LAST. 


(Cc) 
II OTHER SIGNIFICANT CONDITIONS CONTRIBUTING ronic ae in 
TO THE DEATH BUT NOT RELATED TO THE senile rain disaae 
DISEASE OR CONDITION CAUSING DEATH. 
19a, DATE OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 


mes se soeia ae “oe tf 3 years 
20. AUTOPSY? 


Yes (ta) NO kd 


21c. WHERE DID (City or town) (County) (State) 
INJURY OCCUR? 


21a. ACCIDENT WAS UNDERLYING () 
IOR CONTRIBUTING [] CAUSE OF DEATH 
(iF EITHER, NOTIFY MEDICAL EXAMINER) 


215. PLACE (Home, ferm, factory, 
OF INJURY atreet, office bldg., etc, 


21. TIME (Month) (Day) (Year) (Hour) | 21e INJURY OCCURRED | 21r. HOW DID INJURY OCCUR? 
OF INJURY Not while 
M. My aaeek at work 
22. I hereby certify that I a tended the deceased from O/T. ey 1951, to 3 eur. a 1955, that I last saw the deceased 
ive on 3/28/ ., 19/55, and-that death occurred at 9:hSAM, from the causes and on the date stated above. 
NAPURE ADDRESS DATE SIGNED 
; eG ae —_ Sykesville, Maryland Sy AN Sane 


23. BURIAL, CREMATION, | DATE THEREOF | NAME OF CEMETERY OR CREMATORY | LOCATION (City, town, or county) (State) 


MOVAL Masel fs 7 er Des Dez LP Se Sa 
REGISTRAR'S SIGNATURE ee 24. bode s: DIRECTOR ADDR 
2 Kfettan Zuleca) cee ae Sahihary Syl 


DATE Pree, £ LOCAL 
sT 


| 


VS. A15 


MARGIN RESERVED FOR BINDING 
TH UNFADING INK. Supply every item of information carefully. 


age is especially important. Physicians: please write the causes of death clearly and legibly, 


correct 


PLEASE WRITE PLAINLY, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Oy TE ¢ ¢ i (y () oy 
2 5 20 CERTIFICATE OF DEATH Reg. Dist. Nae 
I. PLACE OF DEATH: mryton 2. USUAL RESIDENC OME) OF DECEASED: 
Henryt Hdesville 
COUNTY MARYLAND sraTe Maryland. COUNTY 
ae (if outside corporate limits, write RURAL, Eee Sad oT (if outside corporate limits, write RURAL and give nearest town) 
and give nearest {in tl place 5 
x fown Wdnryton, ‘Meryalnd db OAV TOWN Rock Hall, Maryland 14-2 
a OR ls ae {If rural give location) 
F 5 ADDRES: J 
0 3 STREET ADDRESs Henryton State Hospital | Route #2 _ - 
3. NAME OF i i Li 4. DATE Month) Di ¥ 
Naor (First) (Middle) (Last) | DA (Moni (Day. 43 (Year) 
(Type or Print) i Henry DEATH: 19 
5. SEX: 6. COLOR OR 7. SINGLE, MARRIED, 8. DATE .OF BIRTH: 9. AGE last oT :| 1F UNDER 1 YEAR | 1P UNDER 24 HRS. 
RACE: WIDOWED, DIVORCED, me Months | Days | Hours |" Min. 
__Male Negro Greclfy): Married | Nov.15 1900 
10a. USUAL OCCUPATION. Give kind of 10b. KIND OF BUSINESS OR | 11. BIRTHPLACE (State or foreign country): 12. CITIZEN OF WHAT 
work done during most of working life, INDUSTRY: COUNTRY? 


MARYLAS 


14. MOTHER’S MAIDEN NAME: 


even if retired): LABeRER — 
ALEN M/A Hophiv& 


13. FATHER’S NAME: = = F sisi 
MARCELLKS BECCA 


16 Was Dnceasen Ever IN U-S.ArmED Forces? | 16. Soctat Snourty Noi] 17. INFORMANT # ADNRESS: 7 
(Yes, no, or unk.){ (If Yes, give war or dates of O i _— 
service) IV i _Gracee ft. Beck-—-Rte. #2 , Rock Heil, Md 
18. MEDICAL CERTIFICATION higaal, Hawes 
I. DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH Onset And Death 
Inmed 2.2 cause (a)... .. Bilateral... Tuberculosis |Sept...1954.. 


Antecedent causes (s) 

Diseases or conditions, If any, 
giving rise to the above cause 
stating the underlying cause last. DUE TO” 


{ec} 
il. OTHER SIGNIFICANT CONDITIONS | 


Conditions contributing to the death but not 
related to the disease or condition causing death. 


19a, DATE OF OPERATION:| 19b. MAJOR FINDINGS OF OPERATION | 20. AUTOPSY T 
| Yes] Not} 
21. ACCIDENT (Specify) BLACE (Home, farm, factory, street, (CITY OR TOWN) (COUNTY) (STATE) 
SUICIDE yy mee bldg., ete.) 

HOMICIDE INJUR 

TIME (Month) (Day) (Year) (Hour) INTDRY OCCURED HOW DID INJURY OCCUR? 

OF While at Not While | 

INJURY m.__| Work () At Work 0 


22. I hereby certify that I attended the deceased from Mar rch TO 9. Es to reh 19 19.25., that I last saw the deceased 


alive on March. 2, and ws death oceurred at ..t1: 5. P+Ms trom tine causes and on the date stated above. 
SIGNATURE Degree 5 title) ADDRESS DATE SIGNED 
LA Kis Co Henryton, Maryland JHIgeae 
2. BURIAL, CREMA TIO! , | DA pat _ | NAME OF CEMETERY OR CREMATOR LOCATION_(City, town, or county) (State) 
Rey L | 3/20 999 | EXESVLLE Cem | HEN! oo 


DATE REC’D BY LOCAL] REGISTRAR’S SIGNATURE INERAL ECTOR 4 DDRESS 
sais OE ay CoO Maton 
Local Yeputy J Piel 


b 


3 °A fivaans 


SS6l eo YYW 


a 


C 


j\ *¢ IN rZ92 


MARGIN RESERVED FOR BINDING 


mf 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of‘fnform: 


VS. A15 — 10 - 53 


ation carefully, The 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ()25()8 
2523 CERTIFICATE OF DEATH Reg. Dist. No. AY... 


1, PLACE OF DEATH: 


2, USUAL RESIDENCE (HOM) OF DECEASED: 
isd BEY. $e arr7o fa MARYLAND STATE Win ae on at ke 
town) 


er’. (If outside corporate Ue write R NGTH OF STAY Sian outsid (wg ne. write RURAL hd give near 


and he nearest A 


TOWN SykKES wi be in ov alas Fown Sil yer Sprin W714 1S 


HOSPITAL/OR STREET ses vAral bis y tion) 
INSTITUTLON OR A Sb # ADDRESS 
STREET ADDRESS BL yA a “é . Si os LES 


im Rs 


3. NAME OF irst) Dae tg le (Day) (Year) 


ihc fi F4 pile cle sR DEATH: 3 oR _19 D) a 
Fa ns OF Fi 


S. SEX: 6. COLOR ORA7. SINGLE, fanaa RTH: 9. eo birthday | tr ub eet SEAe 
- RACE; WIDOWE! Pnayviec res ISK = Days 


BVAVA (Specify) : wa yviéd 


| IF UNDER 24 Hee. 


Hours | Min, 


Oa. USUAL OCCUPATION (Give Bek nt 108. KIND OF BUSINE: 6 BIRTHPLAC! mgs r f country): |12. CITIZEN OF WHAT 
work done during most of working ]j own IND Be CQuNTRY? 
even if retired) oyp7 @ ya, é Be tsdea “Us. v7) 
wed 4 g 
13. FATHER'S NAME: 14. lao MA is NAME: ; 
Wenpsmin Fe /unde 
1s, Waa OECEASGy Even IN U.S. ARMED Forceer | 18, SOCIAL SecuRiTY No. 17. INFQRMANT, & ADDRESS: “U2 Aer 30700 Vz 


18. MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


W221 J de 
IMMEDIATE CAUSE (A) Glehees ebrrvies LA NW 
DUE TO 
ANTECEDENT CAUSE (8) a Le’ ecb be 7a 
DISEASES OR CONDITIONS, IF ANY. (B) Ath 
GIVING RISE TO THE ABOVE CAUSE ye To 
STATING UNDERLYING CAUSE LAST. 


we Rox) (ce) 


SER SIGNIFICANT CONDITIONS CONTRIBUTI \ 
= _ WREATH BUT NOT RELATED TO THE g , 2 * A f 
iS OR CONDITION CAUSING DEATH. 


19a De ‘OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 


CGed \tatis i" | Cae - | Mr Chester ae YS itver Spring Me 
INTPRVAL ByTWEEN 
ONSET AND DEATH 


please write the causes of death clearly and legibly. 


20. TOPSY? 
ves] No JR] 


21c. WHERE DID (City or town) < (County) (State) 
INJURY OCCUR? 


21a, ACCIDENT WAS UNDERLYING 1) 
OR CONTRIBUTING [} CAUSE OF DEATH! 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


210. TIME (Month) (Day) (Year) (Hour) 


218. PLACE (Home, farm, factory. 
OF INJURY street, office bldg., etc. 


et INJURY OCCURRED 21F. HOW DID INJURY OCCUR? 


correct age is especially ~ Masako) Physicians 


OF INJURY Not while 
M. at work at work 
22.1 hereby gy 2. I attended the deceased Fae ha a4 , + pi ai Fa 0 89. that I last saw the deceased 
alive on * Tavs 10M Ss, Ml that death occurred ape M, from the vauses and on ae date stated above: 
Hays ies WA kdt VIEL i STB. 

: ight WA AVY WILE db Sf (otesh [8% 
23. BURIAL, Careers | BZ o oS Bath tes. OF CEMETERY Foy nn LOCATION (ity, He _ ‘or county) nd 

y REMOVAL (SPECIFY) " 

are REC'D BY LOCAL 2 


REGISTRA 


ae. eeu 


Ag 
LR R'S coast UY Sa 24. FUNERAL ape ADDRES! 


0. Hlerey Tidaen) jae 


Ss °A nvaand 


Sool gg uv 


Parca 


)\* 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information carefully. The 


Pe: 


& 


VS. Al5 — 10 - 53 


= 


MARGIN RESERYED' FOR BINDING 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 025 ¢ 
2024 CERTIFICATE OF DEATH Reg. Dist. No. yy 


1, PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
COUNTY CARROLL MARYLAND stare Maryland COUNTY Frederick 
CITY (If outside corporate limits, write RURAL| LENGTH OF STAY es outside corporate limits, write RURAL and give nearest town) 
OR and give nearest town) (in this place) 
TOWN Rural - Sykesville 9 hrs. 15 mins. Town Rural - Woodsboro jo%-2- 
HOSPITAL OR STREET Uf rurai give location) 
 RYREEY OD! OR ADDRESS / 
STREET ADDRESS Springfield State Hospital v 
3. NAME OF (First) (Middie) (Last) 4. DATE (Month) (Day) (Year) 
DECEASED: OF 
(Type or Print) __ WELDON DORSEY BOHN ae Shi. . Fists, 
BS. SEX: 6. eeeal OR |7. Sten MAB ot tead 8. DATE OF BIRTH: 9. AGE last birthday| 1" uNoen t vean| If UNDER #4 Hae. 
E: =D, Months] D: Hi in. 
Male White (Specify): " Single 5/27/80 ad i aie ol eae | es” 


HOA. USUAL OCCUPATION (Give kind of 
work done during most of working life, 


even if retired): Farmer 
13. FATHER’S NAME: 


DANIEL BOHN 


15. Waa DECEASED EVER IN U.S. ARMED Forces? 


(Yes,_no, or gink.)] (If Yes, give war or dates 
Poy ~ | of service) 


108. KIND OF ‘BUSINESS 
OR ,IND. ure 


Agricult 


11. BIRTHPLACE (State or foreign country) : ( CITIZEN OF WHAT 


Frederick County, Md, “°US#”’ 


14, MOTHER'S MAIDEN NAME: 


MARY ELIZABETH LEAKINS 


16, SOCIAL SacuRity No. 17, INFORMANT & ADDRESS: 


Lh - Record, Springfield State Hospital 


18. MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 
aod ’ . 3 
ees. CAUSE cay _Myocardial infarction unknown 
DUE TO 


— 


INTERVAL BETWEEN 
ONSET AND DEATH 


please write the causes of death clearly and legibly. 


ANTECEDENT CAUSE (8* 


DISEASES OR CONDITIONS, IF ANY, is) Hypertensive cardiovascular disease unknown 
GIVING RISE TO THE ABOVE CAUSE DUE To 
STATING UNDERLYING CAUSE LAST. 


(e) Generalized arteriosclerosis unknown 
Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING Chronic Br ain Syndrome assciate 
TO THE DEATH BUT NOT RELATED TO THE 
SREAEET OR CONRITIONSOAUSING DEAR CeCe oles arteriosclerosis, with peyenotic reaction Unk. 


19a. DATE OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 


20. AUTOPSY? 


yes—] No wy 


21c. WHERE DID (City or town) (County) (State) 
INJURY OCCUR? 


21a. ACCIDENT WAS UNDERLYING ia) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


218. PLACE (Home, farm, factory. 
OF INJURY street, office bldg., etc. 


21D. TIME (Month) (Day) (Year) (Hour) | 21!€ INJURY OCCURRED | 21F. HOW DID INJURY OCCUR? 
OF INJURY While Not while 
M. at work at = s AM 200 PM 
22. I hereby wo: that I attended the deceased from .3. Se ek) Lf toe cas: 7 19.55, that I last saw the deceased 
alive on 3/. Y ia} BD: , and that death, oecurred at? P M, from the causes and on the date stated above. 


correct age is especially important. Physicians 


7 ADDRESS DATE SIGNED 
M.D. Sykesvi Mle, Maryland 3/31/55 
24. ! RIAL, ih a: DATE THEREOF NAME OF CEMETERY OR CREMATORY ION (City, town, or county) (State) 
REMOVAL (SPECIFY) fie: x 
DATE REC'D BY LOCAL REGISTRAR’S SIGNATURE . FUNERAL DIRECTOR ADDRESS 


fn) GES AC ee eee. fs Je ee 


oie Us re er Pr erny | Bit Sed 


5 ee “pestis iy amc 


sida Os =e | tee. nae ge “fe 


ye reg or 


EF we acts 


* 
pees 
Y 4 


: 17, 
nen E mf 
> ‘1 aX sina m,, far a its bh 


f ’ 


a teed age “+ ‘ ‘2 ‘ : 
‘Ya “; . why 
Yoke een 


Re la aty 


} 


VS. A15 


fy. The correct 


Ny important. Physicians: please write the causes of death clearly and legibly. 


MARGIN RESERVED FOR BINDING 
~ WITH UNFADING INK. Supply every item of information ca 


PLEASE WRITE PLA 


age is especia 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02510 
2525 CERTIFICATE OF DEATH fae a whe 


1. PLACE OF DEATH: 


COUNTY MARYLAND 


its, write RURAL| LEN et OF SPAY 
+ y in this pli 


INSTITUTION OR ADDRESS 
(2) STREET ADDRESS 


3. NAME OF yr) 
DECEASED: 
{ryre or Print) 


% eoees LL ds 


. DATE 


VZABEIR” MM. BOWERS |* Ben. 


7. SINGLE, MARRIED, T) a BIRTH: cs we. iast_ hi 
Ipoesiyye,) DIVORCE y, 


Z dae 
ithe FIND or. OF ee INESS OR il he ‘LACE am « 


day | 


Tr UNDER 1 YEAR | IF UNDER 24 HRS. 
conte Days | Hours a Min. 


foreign country): 


‘5 WAS Deceasae Ever 10.8. AnMED Forces? T6. “Soctat Security No.: | INFORM3NT DDRESS: 
‘es, no, or unt/ 6, give war or dates of 
D wees 5 ZA 
18. MEDICAL ee ernecton rar ni’ “Rae 
DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH Onset And Death 
if: 2.0 
ediate cause (A) vn 
DUE TO 
Antecedent causes (s) 
ele Re if any, ee 
giving rise to the above cause 
stating the underlying cause last. DUE TO 
&) 
ll. OTHER SIGNIFICANT CONDITIONS | 
Conditions contributing to the death but not 
related to the disease or condition causing death. 
19a. DATE OF OPERATION:) 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY ? 
| Yes (]_ No 
21. ACCIDENT (Specify) PLACE (Home, farm, dactory. street, (CITY OR TOWN) (COUNTY) (STATE) 
SUICIDE OF office bldg., ete.) | 
HOMICIDE INJURY - 
TIME (Month) (Day) (Year) (Hour) |INJURY OCCURED HOW DID INJURY OCCUR? 
OF Whiie at Not While | 
INJURY m. | Work 1 At Work 1 
22. [hereby certify that I attended the deceased from ,/~.//£>.,19. ne 4, ee 0 gh bm, 1945 that I last saw the deceased 
alive on .2~3.—., 19¢S%5,"and that death occurred at LELBO 2 Ff erom the causes and on the date © stated ab aborer Ny 


SIGNATURE sabi Srp ea ADDRESS 
TE REC’ LOCAL, 
prise A i fc 4 


Inege— $5 “a 


$°A nvaund 


cool WW 


yp ao 


fee 


VS. Al5 — 10-53 


o 
z 
a 
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a 
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° 
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a 
4) 
> 
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PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information carefully. The 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 N2511 


14, MOTHER'S MAIDEN NAME: 


Silas Jenkins 


15, Wag DECEASEO EVER IN U.S, ARMED FORCES! 


(Yes, no, or unk.)| (If Yes, give war or dates 
of service) 


Annabelle Reed 


17. INFORMANT & ADDRESS: 


46, SOCIAL Security No, 


none_ Melva Freter,3507 Meadowside Road, Balto 7, 
18. MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


170% 


INTERVAL BETWEEN 
ONSET AND DEATH 


2026 CERTIFICATE OF DEATH Reg. Dist. No. 7M... 
2 1, PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
a 
& county Carroll MARYLAND state Maryland county & 1 
‘e CITY {If outside corporate limits, write RURAL| LENGTH OF STAY CITY(If outside corporate limits, write RURAL and give nearest town) 
as] OR and give nearest town) (in this place) OR Pe 
& | X TOWN svkesville 6months 10 a] TOWN “altimore 3Vo/- of 
> HOSPITAL OR STREET (If rural give focation) 
Peete Te Pee 
8 / Springfield State Hospit 2500 St.Paul's Str, \ 
a 3. NAME OF (First) (Middle) (Last) 4. DATE (Month) (Day) (Year) 
a DECEASED: 3 OF 
¢ (Type or Print) Elsie Bruder DEATH: 3 26 165 
7a 3. SEX: 6. Neer OR |7. SINGLES MARRIED. 5 8. DATE OF BIRTH: \2- AGE fast birthday| Ir unoem + year | Ir UNDER 24 Has. 
se ACE: > ‘ 2 | Months| Days | Hours| Min. 
2 F YW wintelied 1880 _Jan.26 i 7g yrs, ‘ 
at. “a LJ = 
3 HOA. USUAL, OCCUPATION (Give kind of) 108. KIND OF ‘BUSINESS 11, BIRTHPLACE (State or foreign country): [12. CITIZEN OF WHAT 
S work pene durin; most of working life, OR INDUSTRY: COUNTRY? 
3 etar rooming house Maryland U.S.A. 
a 13. FATHER'S NAMB 
pot 
8 
a 
re 
o 
2 
a 
ty 
[7 


e Afra yrs tay _Generalized malignancy months 
s DUE TO 

3 ANTECEDENT CAUSE (8S> ‘ * 

e DISEASES OR CONDITIONS, IF ANY. is» _Malignancy of the breast with metasteses 2 years 
& | STATING UNDERLYING CAUSE Last, DPUE TO to skull and bones 

& t-3) 

a Ik OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 

ey TO THE DEATH BUT NOT RELATED TO THE 


DISEASE_OR_ CONDITION CAUSING DEATH. 
19a. DATE OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 


3=3=1955__ 


impor' 


20, AUTOPSY? 


Yass at the anterior chest wall _ eal a 


FH |2ia. acciDENT WAS UNDERLYING (J | 218. PLACE (Home, farm, factory. 21c. WHERE DID (City or town) (County) (State) 
‘§ JOR CONTRIBUTING [) CAUSE OF DEATH| OF INJURY street, office bldg., ete.) INJURY OCCUR? 
vo (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& |2ip. Time (Month) (Day) (Year) (Hour) | ale INJURY OCCURRED | 2IF. HOW DID INJURY OCCUR? 
® lor insuRY While [7] Net while 
n M, at work at work 
% 22. I hereby certify that I attended the deceased from I0=20.. Peat Lin to 3-25 Sap AQ, 5S, that I last saw the deceased 
4] alive on a>) nas ..., and that death occurred at 12.50, from the causes and on the date stated above. 
3 Siew / ADDRESS DATE SIGNED 
E M.D. + 5 f 
8 |23. BURIAL, Siertarny DATE THEREOF | NAME OF CEMETERY 6 ity, town, oF coun State) 
REMOVAL (SPECIFY) 
3-29-1955 Ebenezer Carroll Co.,Maryland 
DATE REC'D BY LOCAL | REGISTRAR'’S SIGNATURE 24, FUNERAL DIRECTOR ADDRESS 


ISTRAR 


22SIGS| 2. Masre tabced C. M. Waltz, Winfield, Maryland 


$A nvaund 


Gl go uv 


Prantl 


VS. A15 — 10-53 
& ee) MARGIN RESERVED FOR BINDING | &o 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of iafarnation carefully. The 


please write the causes of death clearly and legibly. 


cians 


tant. Phys 


ially_ impor 


is especial 


correct age 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ()2522 
2527 CERTIFICATE OF DEATH Reg. Dist. No. LK... 


PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 


COUNTY UZ le MARYLAND STATE vu. COUNTY. (taal, 
CITY (If, dutside corporate limits, write RURAL] LENGTH OF STAY GITY Uf outside corporate limits, write RURAL and give nearest town) 
) (in this place), 
wa Town Zsse/. 
HOSPITAL OR STREET 


INSTITUTION OR ADDRESS 
0O STREET ADDRESS 


4. DATE = (Day) (Year) 


1. 


Tural give location) 


3. NAME OF (Eirst) 
DECEASED: OF 
(Type or Print) Mae DEATH: Ltt 19.525 
5. SEX: 6. COLOR OR |7. SINGLE, MARRIED, 8. DATE OF BIRTH: 9. AGE last birthday| i unver t vean| Ir UNDER 2¢ HRs. 
RACE: WIDOWED, DIVORCED, 


Months 


a J- 29-/2EE 


OA. USUAL OCCUPATION (Give kind of) 108. KIND OF” BUSINESS 12. CITIZEN OF WHAT 


woyk done during st of working life, OR INDUS H COUNTRY? 
Pid etme | Liptce ASB. 
13. EAT! ER’S NAME: 14. MOTHER'S rl NAME: 
EASED EVER IN U.S. ARMED FORCEST 16. SOCIAL SECURITY NO. ZL, iro & AEP 


‘es, no, or unk.) (If Yes, give war or dates ia 
Gord. - of service) __ WL f , Tie 
18. MEDICAL CERTIFICATION INTERVAL REvERER 
' 


I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 


ao i CAUSE “ay L es fe lin 


DUE TO 


ra Ee 


11, BIRTHPLACE (State or foreign country): 


Days | Hours | Min. 


ANTECEDENT CAUSE (8S) 


DISEASES OR CONDITIONS, IF ANY, (a) 
GIVING RISE TO THE ABOVE CAUSE = bye To 
STATING UNDERLYING CAUSE LAST. 


(cy 
II OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 


DISEASE _OR CONDITION CAUSING DEATH. 
T9A. DATE OF OPERATION: | 198. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
Yes (El NO oO 
21a. ACCIDENT WAS UNDERLYING() | 218. PLACE (Home, farm, factory,| 21c. WHERE DID (City or town) (County) (State) 
OR CONTRIBUTING [] CAUSE OF DEATH| OF INJURY Street, office bldg., etc.| INJURY OCCUR? 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
21p. TIME (Month) (Day) (Year) (Hour) | 21e INJURY OCCURRED | 21F. HOW DID INJURY OCCUR? 
OF INJURY While Not while 
M. at work at work 
22. I hereby certify that I attended the deceased from m...., 199 % to 3 /Az , 129.9; that I last saw the deceased 
alive on . aes & LIND, ang that death occurred at 55% M, from the causes and on the date stated above. 
ADDRESS, “os SIGNED 
M.D y (s5" ae 


t 
23. BURIAL, CREMATION, 


DATE THEREOF NAME OF CEMETERY OR CREMATORY ee (ity, town, or aes 
EMOVAL (SPECIFY) 


3-29-S. pe aMeeseileg 


S|  teing ee aes URE 24, FUNBRAL DIRECTOR | 


Pisa’ 


é sae 


DATE REC‘! 
REGISTRAR 


CAL, 
(a 1/5 | 


MARGIN RESERVED FOR BINDING 


bes 
VS. Al5 — 10-53 a 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information carefully. The 


MARBLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02513 


CERTIFICATE OF DEATH Reg. Dist. No. Lil eS 
2 1, PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
2 
bo COUNTY. Carroll __ MARYLAND STATE COUNTY 
on CITY (If outside corporate limits, write RURAL! LENGTH OF STAY cee outside corporate limits, write RURAL and give nearest town) 
3 OR and give nearest town) (in this place derick 
é |X 70“N Rural = Sykesville [Gta fown Fre LG abl a ae 
> ITE TIMUTTTOR (0 AeoReGe cif rural give location) 

INSTIT! R ADDRE! 

s /S°STREET ADDRESS Springfield State Hospital 230 We 5th Street ae 
© Ts. NAME oF (First) (Middle) (Last) 4. Ev? (Month) cr ahivean) 
oa DECEASED: 
@ | (Tyre or Prin) Harry Ely CONNER __ Beato: March 20 1955 
nm) S. SEX: 6. COLOR OR (7, SING TE HARRIE. 8. DATE OF BIRTH: |e. AGE last birthday| If unper . 1 YEAR | IF UNDER 24 Hrs. 
C ED, D ED, Months| Days | Hours | Min, 
5 | male white Srecity married | February 12, 1883 | 72 v.| Nom | Dee| Hours) Min. 
@ |10a. USUAL OCCUPATION (Give kind ofj 108. KIND OF ‘BUSINESS 11. BIRTHPLACE (State or foreign country): |12. CITIZEN OF WHAT 
S work one aa 3 most of working life. OR INDUSTRY: { COUNTRY? 
s even if retired); 2 
8 Farmer _ _ Farming Frederick, Ma nited States 
o 13. FATHER’S NAME: 14. MOTHER'S MAIDEN NAME: 
3 
@ | Peter Conner _ | Elizabeth Michael 
~ 1s. Was DECEASED EVER IN U.S. ARMED FoRCEST 18. SOCIAL SECURITY No. 17. INFORMANT & ADDRESS: 
| (Yes, no, or unk.)| (If Yes, give war or dates 
24 no ___| of service) _ unknown Records of Springfield State Hospital 
sg] . 18. MEDICAL CERTIFICATION INTERVAL BETWEEN 
a I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 
| 33/x 
a IMMEDIATE CAUSE (a) Embolus of pulmonary artery minutes 
a DUE TO 
ces ANTECEDENT CAUSE (8S) 
2 | DISEASES OR CONDITIONS, IF ANY. ‘s) Cerebrovascular accident _|_2 weeks 
7 GIVING RISE TO THE ABOVE CAUSE DUE TO 
Ay STATING UNDERLYING CAUSE LAST. 
ae oe aes 
g } R SIGNIFICANT CONDITIONS CONTRIBUTING 
$ _ DEATH SUT NOT RELATED TO THE General Paresis more than 
co] r_OR CONDITION CAUSING DEATH. a, yre 
Ey OF OPERATION: | 198. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
, sat eg) T) 


21a. ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21D. TIME (Month) (Day) (Year) (Hour) 


218. PLACE (Home, farm, factory. 


21c. WHERE DID (City or town) {County} (State) 
OF INJURY street, office bldg., etc. 


INJURY OCCUR? 


21F. HOW DID INJURY OCCUR? 


ome. 
21&- INJURY OCCURRED 


OF INJURY While Not while 
> M, at work at work 


22. I hereby certify that I attended the deceased from Jan. 28, 195), to Mar. 2019 5S that I last saw the deceased 


alive on March 20 , 1955. , and that death occurred at 1:00PM, from the causes and on the date stated above. 
SIGNATURE ~ 


ADDRESS DATE SIGNED 
Anr~l>>~ Ger I Dvartin Gross, m.v. Sykesville, Maryland 3/21/55 
23. oe CREMATION.| DATE THEREOF | NAME OF CEMETERY OR CREMATORY | LOCATION (City, town, or county) (State) 
Soa Rac 23,1955! Mount Olivet Cemetery Frederick, Maryland 


FE REC'D BY LOCAL REGISTRAR’S SIGNATURE 24. FUNERAL DIRECTOR 


Wareh 1955 CHa M. Re Etchi gon & Son, Frederick, Maryland 


correct age is especially 


MARGIN RESERVED FOR BINDING 


VS. A15— 10-53 


PLAINLY, WITH UNFADING INK. Supply every item of information carefully. The 


Ily important. Physicians: 


PLEASE TYPE OR W. 


please write the causes of death clearly and legibly. 


is especia: 


correct age 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02514 


2529 CERTIFICATE OF DEATH Reg. Dist. No. 7.0... 
1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
county Carrol]. MARYLAND __]_ STATE Maryland county Carroll 
CITY (If outside corporate limits, write RURAL| LENGTH OF STAY CITY(If outside corporate iimits, write RURAL and give nearest town) 
OR and give nearest town) (in this place) OR 
OWN TOWN 
a Keymar 50 years | 2 
HOSPITAL OR STREET (If rurai give location) / 
INSTITUTION OR ADDRESS 
STREET ADDRESS 
3. NAME OF (First) (Middle) (Last) 4. DATE (Month) (Day) (Year) 
DECEASED: OF 
(Type or Print) George Elmer Deberry peatH: March 31, 19 55 
5S. SEX: 6. Soror OR |7. SINGER CT OR CED 8. DATE OF BIRTH: 9, AGE last birthday JF UNDER | YEAR| IF UNDER 24 Hee. 
R. E: WIDOWED, DIVO! B ee Days | Hours Min. 
Specify) : 4 
Male | White Svecit”)'Warried | October 23,1886 68. | 
Oa. USUAL OCCUPATION (Give kind off 1058. KIND OF BUSINESS. 11, BIRTHPLACE (State or foreign country): J12. CITIZEN OF WHAT 
work Bene segs most of working life,| OR INDUSTRY: COUNTRY? 
even if retired): Farmer Own Farm Maryland U.S.A. 


13, FATHER’S NAME: 


John W. Deberry 
18. WAS DECEASED EVER IN U.S. ARMED Forces 
(Yes, no, or unk.)| (If Yes, give war or dates 


14, MOTHER'S MAIDEN NAME: 


Sophia Martin 


17. INFORMANT & ADDRESS: 


18, SOCIAL SECURITY NO. 


no __|of service) none Mrs. George Deberry, Keymar, Maryland 
18. MEDICAL CERTIFICATION INTERVAL BETWEEN 
I BISEASES OR CONDITIONS DIRECTLY LEADING TO DEAT) ONSET AND DEATH 


TTT Rilateovere CAUSE tA) 


DUE TO 
ANTECEDENT CAUSE (S) 


DISEASES OR CONDITIONS, IF ANY, (B) 
GIVING RISE TO THE ABOVE CAUSE bye To 
STATING UNDERLYING CAUSE LAST. 


(ce) 


Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH. 


19a. DATE OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 


20. AUTOPSY? 
ves—] No 0 


21c. WHERE DID (City or town) (County) (State) 
INJURY OCCUR? 


214. ACCIDENT WAS UNDERLYING (1) 
JOR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
210. TIME (Month) (Day) (Year) (Hour) 
OF INJURY 


218. PLACE (Home, farm, factory, 
OF INJURY street, office bldg., etc. 


2le INJURY OCCURRED 21F. HOW DID INJURY OCCUR? 
While (ra Not while 
at work at work 


M. 


22. I hereby certify that I attended the deceased from [tre 1 195.¥, to Dep 19. SSthat I last saw the deceased 
alive on .... >]. 19 SS> ‘and that death oceufréd at 10. pM, from the causes and on the date stated above. 
SIGNATURF a 


i / fo ADDRESS Te .i= ») 
23. BURIAL, ee as DATE THER NAME eee OR waarey. — ity, county) AN 


REMOVAL (SPECIFY) 


Ft Ma: 
DATE Burial BY coex Peoppe 24. FUNERAL DIRECTOR ADDRESS 


Pare ter 99 G ss_& Son, Taneytown, Maryland 


0 
z 
a 
Qa 
Zi 
a 
-) 
i] 
° 
i) 
a 
a 
~ 
me 
a] 
n 
a 
m 
a 
o 
4 
< 
3 
a 


jem! 


02515 


MARYLAND 2530 STATE DEPARTMETT OF HEALTH 
CERTIFICATE OF DEATH peg. visu no... 8%... 
1 BAe Or DEATH: 2. epee RESIDENCE (HOME) OF DECEASED: BOUNTY 
Carroll MARYLAND _ Ma. Baltimore 
i Or outside Seen limits, write RURAL and Se a at STAY pean (If outside corporate limits, write RURAL and give nearest town) 
ive nearest town! 5 sae 
TOWN 3 i, ee rown Owings Mills 03x-3 
ee 5 feat a Sey 
STREET ADDRESS F inksburg Nursing Home Re isterstown Road 
3. NO (Firat) (Middle) (Last) 4. hie (Month) (Day) (Year) 
(typeor Print) Harriet Elizabeth DeaTaHMarch 3 19 
6. SEX 6. COLOR OR RACE | BSC HR BREED 8. DATE OF BIRTH 9. AGE last birthday | Sea n year pee 
» fours 
Female White Gea idowsd Feb.19, 1366 pei og a | 
nee: ee oe UEA TON seize mind OF oe 1: Bip OF BUSINESS OB 11. BIRTHPLACE (State or foreign country) | 12. Citizen oF WHAT 
one cerisepee a reaere of baie Baltimore County aye 4 


13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


Isabelle Peck 


18. Was Dec VER IN U.S. ARMED Forces? j 16. SocraL SecuniTY No. 17. INFORMANT AND ADDRESS 


EASED 
Ba ae eer None David Disney, Owings Mills,M 


18. MEDICAL CERTIFICATION INTERVAL BETWEEN 


ING TO DEATH ONSET AND DEATH 
A 22 Seas to ( CPrectu 


J. DISEASES OR CONDITIONS DIRECTLY L 


| 5 re cause (a).. 
Antecedent cause(s) 


Diseases or conditions, if any, — (b)..! cap fe . 
giving rise to the above cause 


stating the underlying cause last 
YI. OTHER SIGNIFICANT CONDITIO! ao < 
Gonditiona contributing to the death but not 
related to the disease or condition causing death. /- 


19s. DATE OF OPERATION | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOFSY? 
ae | 
Yes O Not 

Zi. ACCIDENT pecity) PLACE (llome, farm, Tectory, atrost, | (CITY OR TOWN) (COUNTY) TATE) 

SUICIDE OF  ppsfiee bide. ete. 

HOMICIDE INJUR os i 

TIME (Month) (Day) (Year) (liour) TROURY OCCURRED HOW DID INJURY OCCURD 

Coe re While at Not While | ere 
INJURY - m. | Work © At work D 


= 
r cae Om Gs wee , that I last saw the deceased 


m., SLC ses and “5 the date “aig 
E) 
Let B38 


22. I hereby certify that I at 


otha tft 


ee. 
"epte pee April 
are a REC'D BY LOCAL | REGIS' RS 


FAN SS | & 


23. BURIAL, Lg CHMATION DATE LOCATION (City, town, or county) i= 
Owings Mills,Md. 
24. FUNERAL DIRECTOR ADDRESS 


JF .Eline & Sons,Reisterstown,Md. 


VS. A15 — 10-53 


MARGIN RESERVED FOR BINDING 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information carefully. The 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18) 2 516 


2581 CERTIFICATE OF DEATH | a. ae 
1, PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
COUNTY arro. l MARYLAND STATE COUNTY. 


CITY (If outside corporate limite, write RURAL] LENGTH OF STAY pe nse: outside corporate limits, write RURAL and give nearest town) 


tin this place) 


3days 5 hrs| TOWN 2703 Ste str, Baltimore 11, Md. 


Roe aS OR he SEES (If rural give location) 

- iN 2 : ; s 

[5 Street ADoREes SpYingfield State Hospital FESS 3703 Elm Street 895 fF <bh 

3. NAME OF (First) (Middle) | (Last) 4. DATE (Month) Day) (Year 
DECEASED: Herman Hazel Fisher | OF 1 Bb 
(Type or Print) DEATH: 

S. S&x: 6. COLOR OR|7. SINGLE, MARRIED, 8. DATE OF BIRTH: 9. AGE last birthday| 7 unorn) YRAaR | IF UNOER 24 Has, 


RACEW 


M Vereaity) MAPPPEEES: 


10a. USUAL OCCUPATION (Give kind of 


61 


Months 


10- 15- 1893 


Days 


Hours | Min, 


108. KIND OF ‘BUSINESS 11, BIRTHPLACE (State or foreign country): }12. CITIZEN OF WHAT 
work done during most of working life, OR INDUSTRY: COUNTRY? 
even if retired): % & :. i] t s U S p 
13. FATHER’S NAME: 14, Rote MAIDEN NAME: 


Christopher Fisher 
13, WAS DECEASED EVER IN U.S, ARMED FoRCEST 
(Yes, no, or unk.)] (If Yes, give war or dates 


unknown of service) 


16. SOCIAL SECURITY NO, 17. INFORMANT & ADDRESS: 


unknown. lelia Fisher, 3703 Elm Str. Baltimore 11. 
18. MEDICAL CERTIFICATION INTERVAL BETWEEN 
1 ey OR CONDITIONS DIRECTLY LEADING To DEATH ONSET AND DEATH 


please write the causes of death clearly and legibly. 


TA 
Ht ~? A sueDiaTe, CAUSE a Myocardial Infarction minutes 
ANTECEDENT CAUSE (8? ae Gat 
DISEASES OR CONDITIONS, IF ANY, (se) Rheumatic Heart Disease yeP&s 
GIVING RISE TO THE ABOVE CAUSE ue To 


STATING UNDERLYING CAUSE LAST. 


(cy Arteriosclerotic cardiovascular disease ars 
Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 


TO THE DEATH BUT NOT RELATED TO THE | 
DISEASE OR CONDITION CAUSING DEATH. drom 
20. AUTOPS' 
yes oO NO 
2ic. WHERE DID (City or town) (County) (State) 


19a. DATE OF OPERATION: 198. MAJOR FINDINGS OF SPERATIONS TE psychotic rene ions 
INJURY OCCURT 


21a, ACCIDENT WAS UNDERLYING (] 
IOR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


210. TIME (Month) (Day) (Year) (Hour) 


218. PLACE (Home, farm, factory. 
OF INJURY street, office bldg., etc.’ 


oie LSU, OCCURRED 21F. HOW DID INJURY OCCUR? 


OF INJURY Not while 
M. My ak at work 
22. I hereby certify that I attended the deceased from 3=10= "| Satie tos- l2=_ “Sree that I last saw the deceased 
live on 32 1-... .., and that death occurred aBe12: AM, from the causes and on the date stated above. 
IGNATURE ADDRESS DATE SIGNED 
Lee. A «ee m.b. Springfield State Hospital 3-12- 


correct age is especially important. Physicians: 


23. BURIAL, CREMATION, | DATE THEREOF | NAME OF CEMETERY,OR GWEYPORY | LOCATION (City, town, or county) (State) 


MOVAL (SPECIFY) \S-f/5 2SSF 


aS REC'D BY 966. \@ REGISTRAR'S SIGNATURE 24, FUNERAL DIRECTOR Ceo» 
Ve, / 
fi Hfesty Zee \ of. Tbecepee- 2 IOS! Sally 7A aL. 


by 
> re = dias 


: 
iF 
ee 
us 


re < 


MS 
4 


) 


C 


C 


MARGIN RESERVE 


VS. A15 — 10-53 & 


‘D-FOR BINDING 


= 


ee 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information carefully. The 


please write the causes of death clearly and legibly. 


Uaodld 
MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


2932 CERTIFICATE OF DEATH Reg. Dist. No. ZI. 
t. PLACE OF DEATH: 2, USUAL RESIDENCE (HOME) OF DECEASED: 
county Carroll MARYLAND state Maryland county Carroll 
GiTy (If outside corporate limits, write RURAL| LENGTH OF STAY CITY If outside corporate limits, write RURAL and give nearest town) 
and_give nearest pow! é, . Und age OR 
fown “Harel = Sykesville bangs B/te/sq_ town Westminster aT 
pa OR S nae (If rural give location) / 
INSTITUTION OR 
/§ street ADRESS Springfield -tate Hospital Stoner Avenue 
3. NAME OF “(First (Middtey (Last) 4. DATE (Month) (Day) (Year) 
DECEASED: OF 
(Type or Print) Wesley _ Milton GEIMAN DeatH: March 29 1955 
5B. SEX: 6. Coe OR |7. AILS Ts eae JES 5— * AGE last birthday| tf unpen + Yean| If UNDEN a4 Hn. 
b Month: 
er white (Speeity) : widower OA eS, a eae, esd Bee 
Oa. USUAL OCCUPATION (Give kind of} 108. KIND OF BUSINESS 11, BIRTHPLACE a or foreign country): |12, CITIZEN OF WHAT 
work done during most of working life, OR INDUSTRY: COUNT 
ee: HM) Cet aer Farming Westminster, Maryland United States 


13. FATHER'S NAME: 14. MOTHER'S MAIDEN NAME: 
Abraham Geiman | 


13. WAS DECEASED Ever IN U.S. ARMED Forces? 
(Yes, no, or unk.)} 1If Yes, give war or dates 
no of service) 


. 


16. SDCIAL SECURITY NO. 


unknown 


17. INFORMANT & ADDRESS: 
Records of Springfield State Hospital 


18. MEDICAL CERTIFICATION 
I a =) CONDITIONS DIRECTLY LEADING TO DEATH 


INTERVAL BETWEEN 
ONSET AND DEATH 


2 Cer IMMEDIATE CAUSE ‘ay Myocardial infarct days ? 

3 ANTECEDENT CAUSE (8) + ie 

“@ | DISEASES OR CONDITIONS. IF ANY, cs») Bronchopnenmonia * _}_10 days 

= | GIVING RISE TO THE ABOVE CAUSE = nye To 

fh | STATING_UNDERLYING CAUSE LAST. 

a; 4 (ire 

5 “PR SIGNIFICANT CONDITIONS SORES a 

a w _EEATH BUT NOT RELATED TO THE Senile b sease, psychotic reaction yrs 

8 = -¥_6R CONDITION CAUSING DEATH. e brain 2 Sy" 3 ,? 

Ey 1SA DA OF OPERATIO 198. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
= ae a YES NO (| 
> 2 fe = 

 f2ia. acciDENT WAS UNDERLYING() | 218. PLACE (Home, farm, factory.| 21c. WHERE DID (City or town) (County) (State) 
‘§ for CONTRIBUTING [] CAUSE OF DEATH) OF INJURY street, office bidg., etc.| INJURY OCCUR? 

o (iF EITHER, NOTIFY MEDICAL EXAMING $= — aa 

& |2ip. TIMe (Month) (Day) (Year) (Hour) aie INJURY OCCURRED | 21F. HOW DID INJURY OCCUR? 

© Jor insuRY While Not while 

n ome M. at work at work, ee 

= 22. I hereby certify that I attended the deceased from Nov. 25 219) 52 to Mar. 29, 195 , that I last saw the deceased 
bei alive on Mar. 29 alo: 5S, and that death occurred at 6:h0PM, from the causes and on the date stated above. 

3 Bae ADDRESS DATE SIGNED 

et hy _.D Martin Gross roane AS’ alll Maryland ) 

8 9 

c7) LOCATION (City, town, or county) (State) 


23. ae <tgreciry) | va 2-55 es | NAME OF hans OR 


Gochin (SPECIFY) 4 
eels ie BY LOCAL & ee or oe ps BD DRES: 


(ests s ieee). 


= ) 


~ 


© 


MARGIN RESERVED FOR BINDING 


= 


VS. A1l5 — 10-53 


( 


filly. The 


please write the causes of death clearly and legibly. 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information care 


correct age is especially important. Physicians: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ()2O18 


2533 CERTIFICATE OF DEATH Rog. Dist. No, 42% 
1, PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
COUNTY Carroll MARYLAND state Maryland county Montgomery 
CITY (If outside corporate limits, write RURAL] LENGTH OF STAY CITY(If outside corporate limits, write RURAL and give nearest town) 
OR and give nearest town) (in this place) OR _ 
TOWN Sykesville 6month2lidays| TOWN Bethesda (1h) 1S X-a 
HOSPITAL OR STREET (If rural give location) 
INSTITUTION OR ADDRESS 
S stREET ADDRESS Springfield State Hospital 6210 Verne Street Y 
3. NAME OF (First) (Middle) (Last) | a. DATE (Month) (Day) (Year) 
DECEASED: 
(Type or Print) ROSE HALE DEATH: March 3 1995 
5. SEX: 6. eoner, OR |7. TNS Ee MvORCEne 8. DATE OF BIRTH: |9. AGE last birthday| IF UNDER + yean| Ir UNDER a4 HAs, 
Months| D: Hi Min. 
Female “Ihite (Specify): Widowed 10-11-75 | 79 yrs. age a ‘ 
Oa. USUAL OCCUPATION (Give kind of] 108. KIND OF BUSINESS 11. BIRTHPLACE (State or foreign country): [12. CITIZEN OF WHAT 
work done purine: most of working life. OR INDUSTRY; 3 COUNTRY? 
if retired - Canada Wied. 
13. FATHER'S NAME: 14, MOTHER'S MAIDEN NAME; 
__John Bosselle Helen Cichem ae 


$8. Was DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or nee (If Yes, give war or dates 


let Seen p acter TN GT 
18, MEDICAL CERTIFICATION INTERVAL BETWEEN 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND OEATH 


a aan wo» _ Centro’ Vistula - UWnitl Miitay, Liev. 


DUE TO 


ANTECEDENT CAUSE (8S! . Le 
DISEASES OR CONDITIONS, IF ANY. (B) ep 


17. INFORMANT & ADDRESS: 


of service) at 


Hospital records 


GIVING RISE TO THE ABOVE CAUSE = nye To 
STATING UNDERLYING CAUSE EAST. 
(cy 
Ii OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH. 


19a. DATE OF OPERATION: 198. MAJOR FINDINGS OF OPERATION with psychotic reaction 
° 


CBS assoc. with disturbance metabolism, 


20. AUTOPSY? 


ves fal NO be 
21s. ACCIDENT WAS UNDERLYING(] | 218. PLACE (Home, farm, factory. 21c. WHERE DID (City or town) (County) (State) 
JOR CONTRIBUTING [] CAUSE OF DEATH] OF INJURY street, office bldg., ete.| INJURY OCCUR? 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
210. TIME (Month) (Day) (Year) (Hour) | 2le INJURY OCCURRED | 21F. HOW DID INJURY OCCUR? 
OF INJURY While Not while 
M, at work at work 
22. I hereby age that I attended the deceased from Eater.) 9 l Ba- sate 3-3... oy 1D. that I last saw the deceased 
ave on pee, , and that death occurred at 3: 25A M, from the causes and on the date stated above. 
ay ADDRESS 3 a Pai 
Va M.D. etre State Hospital 3-3-$" 


23. BURIAL, CREMATION,! DATE THEREOF _ NAME OF CEMETERY ©! CREMATORY LOCATION (City, town, or a Lae 
¢ MOVAL (SPECIFY) a .’ 
$-5— 35 ue 
DATE REC'D BY LOCAL REGISTRAR’S Seamus | 4 2D. DIR OR Mew 
2. etry ZAecr rane _ Belerda_lud, 


VS. A15— 10-53 


@ 
iz 
S 
a 
z 
a 
a 
° 
i] 
a 
<>} 
> 
4 
a 
n 
a 
7 
z, 
is 
So 
f 
< 
= 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information carefully. The 


: please write the causes of death clearly and legibly. 


iclans 


tant. Phys 


y-.impor' 


ial, 


is especial 


correct age 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18  ()25 19 


he 
2534 CERTIFICATE OF DEATH Reg. Dist. No. “PF... .. 
1, PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
COUNTY C. ™ MAR STATE COUNTY 
CITY (If outside corporate limits, write RURAL| LENGTH OF STAY DINAN outside corporate limits, write RURAL and give nearest town) 
OR and gige negytst tow; (in thia place 
TOWN TF: Town 


HOSPITAL STREET 
INSTITUTI OR ADDRESS 
od STREET ADDRESS 


(If rural give location) 


tewitinte. Loar 


(Middle) (Last) 


3. NAME OF (First) 4. DATE (Month) (Day) (Year) 
DECEASED: * OF 
(Type or Print) ves “ heorsevcordl. DEATH: Wsetibe AS 19.55 
3B. SEX: 6. SINGLE. MARBfED. 8. DATE OF BIRTH: 9. AGE last birthday) Ir uNper 1 vean | Ir UNDER 24 HRS. 
‘ACE: WIDOWED. DIVORCED, | ow 


WA See ee yay — /LL7 


HOA. USUAL OCCUPATION (Give kind of 
work done during most of working life, 


py om 


108. KIND OF BUSINESS 11. BIRTHPLACE (State or, foreign country) : 
OR INDUSTRY: 


re dl Days aa Min. 


12. CITIZEN OF WHAT 


ra 


14. MOTHER’S MAIDEN NAME: 


15, Was DECEASEO Ever JN U.S, ARMED Forces? 16. SOCIAL SECURITY No. LE. INFORMANT & as oe 


(¥es, no, or unk.)| (If Yes, give war or dates 
2 of service) -— PLOPCE- Le. Tyee Ne 
18. MEDICAL CERTIFICATION INTERVAL BETWEEN 


I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 


4) - 
eat CAUSE (A) Pees. A reas 


DUE TO 
ANTECEDENT CAUSE (8) 


. 
DISEASES OR CONDITIONS, IF ANY. (B) [S77 xm 
GIVING RISE TO THE ABOVE CAUSE nye To 


STATING UNDERLYING CAUSE LAST. —: . 
a a ea Jip fA Ze : Z, 52. Z 
(cy AL LAA Aho CO —Z Cs Ligaen AO 
Tr OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 5 p 
TO THE DEATH BUT NOT RELATED TO THE Cm vo ay) 
DISEASE OR CONDITION CAUSING DEATH. tA A 


19a. DATE OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 


20. AUTOPSY? 


Yes[] NO [sp 


21c. WHERE DID (City or town) (County) (State) 
INJURY OCCUR? 


21a. ACCIDENT WAS UNDERLYING (1) 
OR CONTRIBUTING [) CAUSE OF DEATH, 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


2ip. TIME (Month) (Day) (Year) (Hour) 


218. PLACE (Home, farm, factory, 
OF INJURY street, office bldg., etc. 


21e INJURY OCCURRED 21F. HOW DID INJURY OCCUR? 


OF INJURY While Not while 
M. at work at work 
22, I hereby certify that I attended the deceased froma san 19-2. to F ig Ae hat I last saw the deceased 


alive on + 


-y and that death occurred ata, “0 ¥ from the Sepnes and on the date stated above. 
SIGNAZU! 


DRI DATE SIGNED 
det. “i _ eS 


23, BURIAL, CREMATION, | DATE THEREOF NAME OF CEMETERY 0! RY LOCATION jE OG pig or Senne) (State) 
tine Soy GS = A 
DATE REC’D ‘BY LOCAL REGISTRAR’S SIGNATURE RESS 
REGISTRAR 
Lit- PES. ew, 


2. ieety 


$A NvaNnd 


Dy prsoct 


2520) 
MARYLAND 2535 STATE DEPARTMETT OF HEALTH 


CERTIFICATE OF DEATH Reg: Dist. Now. fo seurane 


1. PLACE OF DEATH: % USUAL RESIDENCE (HOME) OF DECEASED 
TAT! UNTY 
Carroll MARYLAND Maryland 


CHTY (If outside corporate limits, welts RURAL and | LENGTH OF STAY || CITY (if outside corporate limite, write RURAL and give nearest town) 
ve 
Cown * SHREPPYL Le OWrsS Bugs. || Pow it oa 3Yo 
HOSPITAL OR | STREET Tura. give location) 
/.S kur spree Springfield State Hosp. Tie 1616 Sta dy ‘Side Road ¥ 
3 NAME OF int) (fiddle) (hast) (? DATE (Month) Way) (ear 
Urype of Print) Lucille Amelia Herz DEATH Z) 5 
= SEX $. COLOR OR RACE | T SINGLE, MARRIED, E DATE OF BIRTH | 9. AGH last birthday [Tt ander year funder 20. 
Female White {Specity) be eye kel 10-27~1882 72 yr. os | ey | ie 
11. BIRTHPLACE (State or foreign country) 12, CirizEN OF WHAT 


10a. USUAL OCCUPATION (Give kind of work] 10b. KIND OF BusINESS OR 
done during most of Moterdies ees ifretired) | InpusTRY 
13. FATIIER’S NA Mie 73 
Yeorge Doerner 
De EEE 
15. WAS DECEASED Ever In U.S. ARMED FORCES? 


16. Soctar Secygity No. 
(Yes, npy oragknown) | Ul year, give war or dates of | seeder 
service) = 


Cumberland, Maryland | CUVS%A. 
14. MOTHER’S MAIDEN NAME 

Anna Allen 
17. INFORMANT AND ADDRESS 


hk Hospital records 


. MEDICAL CERTIFICATION INTERVAL BETWEEN 

I. DISEASES OR CONDITIONS DIRECTLY LEADING ro DEATH ONSET AND DEATE 
: aad 

331% Immediate cause (a)... Cer é z brol a te orrle afe . 4 lZ-@e 1. 


Antecedent cause(s) ‘ . p oe 
Diseases or conditions, if any, (b)..... fewer al {|e ) frlero WAL pod iJ 
See ee cnaelyiog cute ind 
IT. OTHER SIGNIFICANT CONDITIONS” payoton iene cere bra L artesouckeresry: 


Coane eerie bnuee. to the death but not 
related to the disease or condition causing death. 


19a. DATE OF OPERATION | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
i a rd ye. eo 


MARGIN eae FOR BINDING 


a aX] DEEN 767018] <0 a WOR GU 0S 
21. ACCIDENT (Specify) PLACE (Ilome, farm, factory, street, ; (CITY OR TOWN) (COUNTY) (STATE) 
SUICIDE ere OF office b| : 
HOMICIDE INJURY ae} 
TIME (Month) (Day) (Year) (Hour) INJURY OCCURRED HOW DID INJURY OCCUR? 
re) ote eee While at Not le <amdeme, 
INJURY m. Work At work 


ee 


‘D3 a0 - 
22. I hereby certify that I attended the deceased from... ne iy 19 46 | to. men |0 Pstasthe $ 19.95, that I last saw the deceased 


er enna he Ar eee > y2., and that death occurred at ae eel from the causes and on the date stated above. 
e DATE SIGNED 


Springfield Hospital Sykesville 3- 


2. BURIAL, CREMATION | DATE 
REMOVAL (gpecify) 


=. Z. . 


rmation caref E The 


fo 
please write the causes of death clearly and legibly. 


a 


In: 


MARGIN RESERVED FOR BINDING 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of 


VS. A15— 10-53 & a 


correct age is especially important, Physicians 


5 MARXLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02521, 
Ten 35 Paid (ap tisha [yt CERTIFICATE OF DEATH Reg. Dist. No. oe 


1, PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
county CARROLL MARYLAND state Maryland county 
CITY {If outside corporate limits, write RURAL| LENGTH OF STAY CITY(If outside corporate limlts, write RURAL and give nearest town) 
OR and give nearest town) {in this place) OR 
% TOWNRural - Sykesville 6 days TOWN BALTIMORE CITY TY tm bf 
ee OR PUREET. {If rural give location) 
- : 4 Z ESS i 
(5 STREET appREsSpringfield State Hospital 1532 Sheffield Road JV 
3. NAME OF (First) (Middle) (Last) | 4. DATE (Month) (Day) (Year) 
DECEASED: > OF 
(Type or Print) == LOCH Beran Weews HUMPHREYS, Sr. DEATH: 3 21 "enon 
BS. SEX: 6. cone OR |7. SINGCE, MARRIED. 8. DATE OF BIRTH: 9. AGE last birthday|1* unoen | vean| Iv UNDER 24 Hae, 
Maile sie Ea ah eee 11/2/Th 20 yea, | Months | Days ne Min. 


Oa. USUAL OCCUPATION (Give kind of 
work done during most of working life.) 


even if retired): Cc ‘ 


13. FATHER’S NAME: 


108. KIND OF ‘BUSINESS 


11, BIRTHPLACE (State or foreign country) : 
OR Gor Wee 
U. 5S. Gov't. 


14. MOTHER'S MAIDEN NAME: 


12. CITIZEN OF WHAT 
COUNTRY? 


USA 


Joshua Humphreys 
43, WAS DECEASED Even IN U.S. ARMED Forces? 
(Yes, no, or unk.)} (If Yes, give war or dates 
PMs | of service) 


16. SOCIAL SECURITY NO. 
217-01+5101 


18. MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


AYO. 


17. INFORMANT & ADDRESS: 


Record, Springfield State Hospital 


INTERVAL BETWEEN 
ONSET AND DEATH 


IMMEDIATE CAUSE ca Macrocytic anemia over 1 year 
ANTECEDENT CAUSE (8! ea 
DISEASES OR CONDITIONS, IF ANY, (a) 


GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE Last. DUE TO 
‘o> 
Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING : : ° 
TO THE DEATH BUT NOT RELATED TO THE > Chronic brain. syndrome , ees . L k 
DISEASE OR CONDITION CAUSING peaTH.With senile brain disease, with psychotic repet. unk. 


19a, DATE OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 


20. AUTOPSY? 
veNein: No] 


21c. WHERE DID (City or town) (County) (State) 
INJURY OCCUR? 


21a. ACCIDENT WAS UNDERLYING () 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
21p. TIME (Month) (Day) (Year) (Hour) 
OF INJURY 


218. PLACE (Home, farm, factory. 
OF INJURY street, office bidg., etc.! 


We INJURY OCCURRED 


21F. HOW DID INJURY OCCUR? 
hile oO Not while 2 


M. at work at work 
22. I hereby certify that I attended the deceased from . 3/6. SoH 195., EO os, 3/ 21. * 1955, , that I last saw the deceased 
alive on 3/21. ......., 1995. , and that death occurred at E;10A M, from the causes and on the date stated above. 
Wi RE, A v, ape ADDRESS DATE SIGNED 
An ‘ M.D. Sykesville, Maryland 3 UT 
23, BURIAL. ciency | DATE THEREOF | NAME OF CEMETERY OR CREMATORY | LOCATION (City, town, or edunty) (State) 
REMOVAL (SPECIFY) 
ol is 3/23/55 Loudon Park Cem. Bglto., Md. 
DATE REC'D BY LOCAL | REGISTRAR'S SISNATYREX / FUNERAI winger ADPRES: 
ee aS! oe ne here Adon Bead My 


¢ 


RW 


y. The correct 


impo: 


cially 6 


VS. AISA -5-53 


YS = 
arewMlly 


g 
= 


e 
3 
a 

a 
eo 

3 

a) 

3 
un 
o 
na 
3 
P| 
=) 
2 
i 
2 
a 
3 
o 
= 
e 


item of informati 


MARGIN RESERVED FOR BINDING 
i 


WITH UNFADING INK. Supply every 
rtant. Physicians: 


2 


, fa 
PLEASE WRITE PI: 
age is espe 


scam = DEPARTMENT OF HEALTH—BALTIMORE, 18 rer. Mee 22 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH »w. 121... 


1. PLACE OF DEATH: >> Fa 2. USUAL RESIDENCE (HOME) OF ons 
COUNTY wee, MARYLAND STATE Vt A COUNTY / 
CITY (If outsjde corporate limits, write RURAL | LENGTH OF STAY CITY (if outside corporate limite write Med ind give nearest town) 
OR __and give nesrest town) (in this place) OR~ A a ¥ ih 5 
x NOW Oe ty kop ak —— TOWN 7 — pope 
HOSPITAL OR STREET j (If rural, give location) 
INSTITUTION OR ADDRES: ) } 
OD STREET ADDRESS Ap floc et V 
DECEASED: 


8. NAME OF (First) see = (Last) | 4. ae wi onth) (Day) (Year) 


(Type or Print » COR CE Leen gers UTALE eee SEarH Cups / 1 2 eee ie 
3. SEX: 6. COLOR OR 7. SINGLE, MARRIED, = DATE OF Sane 9. AGE last birthday: |_1F UNOER 1 ¥EAR | iF UNDER 24 BRS. 


| RACE: 


WIDOWED, AheY ea 


Monty Days |For | Min. 


i (Specify): Marr ie JApril 22, 1903 yrs. 
10a. USUAL OCCUPATION (Give kind of | 10b. aa on pus 12. CITIZEN OF WHAT 
work done during most of work life, IND! TRY? 


SS OR | in 1903 ie? = or foreign country): 


FP. er OpAtractor Maryland 


13. FATHER’S NAME: 14. MOTHER'S MAIDEN NAME: 


Frederick C. Jacobs May Virginia Phelps 
15. Was Deceasen Ever In U.S. ARMED Forces?) 16, SociaL SecurtTy No.: | 17. INFORMANT & ADDRESS: 
(Yes, no, or unk.)| (If Yes, give war or dates of 
No pervies an@ 21912-2150 Mrs. Lucille K. Jacobs,Germantown R.D.#1,Md. 
18. MEDICAL CERTIFICATION 
L py OR a iad DIRECTLY LEADING TO DEATH: 
ats 


ale 


Immediate cause 


INTERVAL BETWEEN 
ONSET AND Date 


e 


et ht oH 


Antecedent cause(s) 
Diseases or conditions, if any, 
giving rise to the above cause 


stating underlying cause last (e) 


IL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING | 


TO THE DEATH BUT NOT RELATE) fo 
DISEASE OR CONDITION CAUSING DEATH. fs 
19a. DATE OF OPERATION: | 19b. MAJOR FINDING OF OPERATION: 20. AUTOPSY? 
= 4 | Yes] No 
21a, EXTERNAL CAUSE WAS 21b. PLACE (Home, farm, factory, 2ic. (City or town) (County) (State) 
PRIMARY [J or ele Hu Oo as street, office bldg., etc., 
CAUSE OF DEATH. JURY 


21d. TIME (Month) ‘(Davy (Year) (Hour) 7, eR OCCURRED 21f. HOW DID INJURY OCCUR? 
OF ile at Not while | 
INJURY M. one at_work (7 


22, I herehy certify that I took charge of the remains described above, held an Autopsy (1, Inspection wu, Inquiry DY, and 
find that death resulted Bal, Natural causes iv , Accident, Suicide, Homicide [1], Undetermined cause Q. 


SIGNATURE CHIEF MEDICAL EXAMINER DATE SIGNED 
uy F DEPUTY MEDICAL EXAMINER 4 
: ; / tt ie = M.D. ASSISTANT MEDICAL EXAM. LISS 
Pe BURIAT, mn DATE THEREOF NAME OF CEMETERY OR CREMATORY | LOCATION (City, town, or county) (State) 
specify) : 
‘Burial Mar .15,1 Rocky Hill Cemete: FFrederick County, Maryland 
DATE REC'D BY LOCAL Se tere, E 24, FUNERAL DIRECTOR ADDRESS: 


bo M. R. Etchison & Son, Frederick, Maryland 


, an 
PLEASE WRITE PLAIN 


VS. A15 
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bi ol 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02523 


age is especia 


15 Was Decrasep Ever IN U.S. ARMED Forces? 17, INFORMANT & ADDR! oo 


(Yee, no, or unk.) 


16. SoctaL Security No.: 


a | ic ror lat = ie 
2538 CERTIFICATE OF DEATH es. 4 
1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) “OF DECEASED: i= 
ey county _ Carroll MARYLAND STATE Maryland county 4. 4 
co CITY (it outside corporate limits, write RURAL| LENGTH OF STAY CITY (if outside corporate limits, write RURAL and give nearest town) 
b OR and give nearest town) Sy fit ign Biaee > OR f 
2 TOWN Henryton 3Byrs 3daysowN Annapolis Oe-/0-2. 
gi 1IOSP1ITAL OR STREET (If rural give location) 
« INSTITUTION OR ADDRESS, 4 } 
>, |Qg STREET ADDRESS HENRYTON STATE HOSPITAL 91 Calvert Street v 
zi SF = 
od 3. NAME OF First (Middle) Last) 4. DATE (Month) (Day) (Year) 
s DECEASED: oN 
c} (Type or Print) CLARENCE JOHNSON DEaTH: 3 27 w 55 
< 5. SEX: 6. coer OR a. eee MARRIED, 8. DATE OF BIRTH: 9. AGE last birthday: IF UNDER 1 Year| IF UNDER 24 HRS. 
a] E: IDOWED, DIYOR' Months; Days | Hours Min. 
2 | Male egro (Speelfy): ey ne e | 6-26-1907 Ayo | | : 
wr “Wa. USUAL OCCUPATION Give kind of 10b. KIND OF BUSINESS OR | 11. BIRTHPLACE (State or foreign country): |12. CITIZEN OF WIIAT 
© work done during most of working life, INDUSTRY: COUNTRY? 
B sven petieed): Cheuliier Truck Ariver Annapoli and 2 
g 13. FATHER’S NAME: |. MOTHER'S MAIDEN “ts 
iJ 
o Hoauce Johnson aia Sim - 
v 
es 
= 


(If Yes, give war or dates of 


No _jserviced 214-14-0002 Clarence Johnson (deceased) 

18. MEDICAL CERTIFICATION intecvetlbeerean 

I. DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH Onset And Death 
GO LK 


sophagus. with metastasis 


Immediate cause 


9 . 
cen am «) Far. advanced. bilateral. pulmonary..tuberculosis ... .|. July,..1%1. 


giving rise te the above cause 
stating the underlying cause last, DUE TO 


(c | 
OTHER SIGNIFICANT CONDITIONS | 


Conditions contributing to the death but not 
related to the disease or condition causing death. 


. DATE OF OPERATION: 19h, MAJOR FINDINGS OF OPERATION | 20. AUTOPSY ? 
| Yes] Not 
ACCIDENT (Specify) PLACE (Home, farm, factory, | (CITY OR TOWN) (COUNTY) (STATE) 
F ) 


SUICIDE office bidg., etc. 
___ HOMICIDE INJURY 


“TIME (Month) (Day) (Year) (Hour) INJURY OCCURED HOW DID INJURY OCCURT 
OF While at Not While | 
INJURY m Work [J At Work [1] 


22. I hereby certify 1 that I attended the deceased from Dec. 5 aff 


alive on lar. a 
SIGNATURE 


= 
o 
s 


iS 


silva D5 that I last saw the deccased 


. 19..2>,, and that death occurred at . 0 Beer ager aie moadese and on the date stated above. 
(Degree or title) DATE SIGNED 


23. BURIAL, LL kay Cie: AE! Gamage Pace RY Ms Be ts ele ok yy, aren 9° a 
EMOVAL (Specify) y 
eA THAR 37 Wey ii Ghia SIG Bee Bs efi aa ADDRESS 


Local Deputy th 


VS. A15 — 10-53 


4) 
fully. The 


ion care! 


MARGIN RESERVED FOR BINDING 


\. 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of informati 


please write the causes of death clearly and legibly. 


correct age is especially important. Physicians: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 {)2 ood 


2539 CERTIFICATE OF DEATH ney ied Reso 
1, PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
COUNTY Carroll MARYLAND stare Maryland county S 
CITY (If outside corporate limits, write RURAL| LENGTH OF STAY sand If outside corporate limits, write RURAL and give nearest town) 
OR and give nearest town) (in this place) 
mi Pha Sykesville | Few Berti nore City. 2 SY agai 
HOSPITAL OR STREET «If rural give location) 
INSTITUTION OR ADDRESS 
STREET ADDRESS _ Springfield State Hospital 822 E, Fort Avenue f 
NAME OF (First) (Middle) (Last) 4, DATE (Month) (Day) (Year) 
DECEASED: ; 
(Type or Print) WILLIAM uy JOHNSON, JR. DEATH March 2 19 SS 
5S. SEX: 6. COLOR OR |7. SINGLE, MARRIED, 8. DATE OF BIRTH: 9. AGE last birthday 


JE UNOER 1 YEAR. 
wore Days 


IF UNDER 24 HRs. 


RACE: phir ea DIVORCED, Hours | Min. 


: Specify) 
Male _| White Sees Saee 11-23-02 52 yrs. 
HOA. USUAL OCCUPATION {Give kind of} 108. KIND OF ‘BUSINESS 11. BIRTHPLACE (State or foreign country): 
work done during most of working life, OR INDUSTRY: 


12, CITIZEN OF WHAT 
COUNTRY? 


even if retired) Ny ong, Maryland U.S.A. 
13. FATHER'S NAME: 14, MOTHER'S MAIDEN NAME: 
William *. Johnson Tillie Kern 
13, WAS DECEASED EVER IN U.S, ARMED Forces? | 16. SOCIAL SxcuRITY No. 17, INFORMANT & ADDRESS: 
{Yes, no, or unk.) (If Yes, give war or dates r 
No of service) None Hospital records 


18. MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


Bods 


INTERVAL BEYWEEN 
ONSET AND DEATH 


IMMEDIATE CAUSE (Ay Myocsrdval sinfawete # soe Minutes 
DUE To 
ANTECEDENT CAUSE (8! 
DISEASES OR CONDITIONS, IF ANY. (B) Coronary Arteriosclerosis Unknown 


GIVING RISE TO THE ABOVE CAUSE = nye To . . 
STATING UNDERLYING CAUSE LAST. 
«c? 
II OTHER SIGNIFICANT CONDITIONS CONTRIBUTING Man: 
To THE DEATH BUT NOT RELATED TO THE ‘¥ 
DISEASE OR CONDITION CAUSING DEATH. seas seth mental deficiency Years 


19a. DATE OF OPERATION: | 198. MAJOR FINDINGS OF OPERATION 20, AUTOPSY? 


yes fx] NO oOo 


2ic. WHERE DID (City or town) (County) (State) 
INJURY OCCUR? 


ee 


21a. ACCIDENT WAS UNDERLYING (] 
OR CONTRIBUTING DOCAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21B. PLACE (Home, frrm, factory. 
OF INJURY street, office bldg., ete. 


M D Y Wi 2ie INJURY OCCURRED : 
219, TIME ( ona av) (Year) (Hour) | ie woCSuR 21F, HOW DID INJURY OCCUR? 
4 M. at work at work 
22. I hereby certify that I attended the deceased from 12-30... , 195], to .3~2......., 1955, that I last saw the deceased 
alive on .........! we Boreas: ies 5S., and that death occurred at10:55AM, from the causes and on the date stated above. 
"4, URE ADDRESS DATE SIGNED 
NGL, H- cl. . M.0. Springf4 ital 3.2066 
23. BURIAL. CRE! a | DATE THEREOF NAME OF CEMETERY OR CREMATORY | LOCATION (City, town, or beau (State) 
ees (SPECIFY) 
| “s/o /ss Loudon Park Baltimore = 
24, FUNERAL DIRECTOR ADDRESS 


DATE one BY LOCAL eZ SS 
eS = 


James Lb, McCully - 130 EB, Fort Avo. 


02525 


MARYLAND 29 49 STATE Sissi PT OF HEALTH 
‘CERTIFICATE OF DEATH seg. nist. No....2 


1. PLAGE OF DEATH: Z, USUAL RESIDENCE (HOME) OF DECEASED- 
eee CARR ck h- Std. MARYLAND STATE MaAryhaV d COUNDS 


CITY (If outaide corporate mits, write RURAL and | LENGTH OF STAY CITY (If outside corporate limits, write RURAL and give nearest town) 
OR. give nearest town) ¢ S sR, 
WN kesviskhe 


(in this place) 0! ms 
town Bad7sMos BVO ln 7 
HOSPITAL OR at rural, give location) 


3 STREET 
9M aes FALL OM Ners svg Pore || PPS 16 Fa Trvg-aAAyes2i? Buclid Aw 
(Firat) 


3. NAME OF Firat] 
DECEASED 
(Type or Print) . 

6. SEX %. COLOR OR RACE | 7. SINGLE, MARRIED. 


WIDOWED. DIVORCED 
fermake 447e (Speeity) {jo/s 
10a, USUAL OCCUPATION (Give kind of work} 10b. Kinp oF Business on 
done during moat of working life, even if retired) INDUSTRY 


ee = 
13, FATHER’S NAME 


Lika L£yos 


Middle) (Last) | A. ata (Month) (Day) (Year) 
e Beaty MAKch 24 19S 


&. DATE OF BIRTH 9. AGE last birthday Rpunder iad pane Aras 
‘on: eS ours \. 

Avgd. GITEF FT ym. je? | 

11.-BIRTHPLACE (State or foreign country) pF ee or WaaT 

Lae peave Bah 

14. MOTHER’S MAIDEN NAME 


Many AiW Gage. 


Re Was SRcEAEOD tiie nS ABMED wee 16. Social. SEcuRITY No. 17. INFORMANT AND ADDRESS 
ry ‘ OW! ear, give war or dates o! : 
1B 2 mesial = = tor Halle Goth Vest Ee cksd Avr, 
18. MEDICAL CERTIFICATION INTERVAL BETWEEN. 
I. DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH é ‘ : ONSET AND DEATH 
“U2rO~./ : 
Immediate cause w.Orhar 
Antecedent cause(s) — ‘ Q 2 
Diseases or conditions, if any, — (b)...... ONinarthe gil Be Same es ’ 
giving rise to the above cause g 


stating the underlying cause last 


ee 

HJ. OTHER SIGNIFICANT CONDITIONS 
Conditions contributing to the death but not 
Telated to the disease or condition causing death. 


S 
z 
g 
a 
Zz 
z 
i} 
se 
3 
io 
a 
i 
~ 
fm 
i 
mM 
i] 
4 
4 
S 
& 
kt 
a 


19a. DATE OF OPERATION | 19b. MAJOR FINDINGS OF OPERATION | 20. AUTOPSY? 
J a ae Yea No O 
2. ACCIDENT ‘Gpecifyy PLACE (iHome, farm, factory, streat, ¢ (CITY Y) TATE) 
SUICIDE nel OF office bidg., ete.) 
HOMICIDE ae 
TIME (Month) (Day) (Year) (Hour) | INJURY OCCURRE! | HOW DID INJURY OCCUR? 
OF While at le 
INJURY peers a) 3 At work (J 


a 


22. I hereby certify that I attended the deceased trom. 4 aed, 19.5%, to. 2A Meek, 19.54., that I last saw the deceased 


alive on..Z. . 19.575, and that few erouet at. i us m., from the causes and on the date stated above, 
SIGNATUR jegree or title) A t & ATE ED 
5, EE & | Dd. 24+ Pach SS 
TE 


Gtate) 


Former residence from House In Pines, 16 Fusting Ave., by phone. 3-28-55 ams 


VS. A165 


MARGIN RESERVED FOR BINDING 


PLEASE WRITE PLAINLY, WITH UNFADING INK. Supply every item of information carefully. The correct 


age is especially important. Physicians: please write the causes of death clearly and legibly. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02526 


CERTIFICATE OF DEATH 


Reg. Dist. No. pe ae: 


2916 
1. PLACE OF DEATH: 


COUNTY Carroll AND 


2. USUAL RESIDENCE (HOME) OF DECEASED: 


STATE Maryland county Carroll 


CITY (If outside corporate limits, write RURAL| LENGTH OF STAY 


pone (If outside corporate limits, write RURAL and give nearest town) 


OR d 
QT town™ ove neste BFHAnster "3 "els | Town Westminster 27 
HOSPITAL OR STREET (If rural give location) / 
OD STREET ADDRESS 17 Locust Street ADDER 17 Locust Street 
3. NAME OF (First) (Middle) (Last) 4. DATE (Month) (Day) ~— (Year) 
theeorPriny Lona May ler Deatu, Marc al 19 55 
3. SEX: $. COLOR OR 7. SINGLE, MARRIED, / 8. DATE OF BIRTH: 9. AGE last birthday: Ir uNpeR I vear| IF UNDER 24 HRS. 
Female Witte Gran erred May 27,1877 78 yrs, | Months) Days | Hours | Min. 
“Joa. USUAL OCCUPATION. Give kind of 1b. ata aes BUSINESS OR Ta BIRTHPLACE (State or foreign country); |12. CITIZEN OF WHAT 
work done during most of working life, TRY: COUNTRY? 
even if retired HOUSE WALTe Gwn Home Frederick County, Md. USA 
13. FATHER’S NAME: 14. MOTHER'S MAIDEN NAME: 
Issac Nusbaum Manzella Repp 
15 Was DeceaseD Ever IN U.S.ARMED Forces?| 16. SociaL Security No.:| 17. INFORMANT & ADDRESS: 
(Yes, no, or unk.)| (If Yes, give war or dates of 
no service) me ---~- - --| Theo. G. Kiler Westminster, Md. __ 


18. 
1. DISEASES OR ae DIRECTLY LEADING TO Beery 


uf. o 2.0 
Immediate cause er 
DUE TO 
Antecedent causes (s) 
Diseases or conditions, if any, (b) . 
giving rise to the above cause 
sate thelapapeyinccaam tate DUE.TO. 


(ce: 
OTHER SIGNIFICANT CONDITIONS 
Conditions contributing to the death but not 
related to the disease or condition causing death. 


il. 


MEDICAL CERTIFICATION 


Interval Between 
Onset And Death 


a 


19a. DATE OF OPERATION: 19b. MAJOR FINDINGS OF OPERATION | 20, AUTOPSY ? 
| Yes 1)_No[-" 

21, ACCIDENT (Specify) ae Cree farm, factory, street, (CITY OR TOWN) (COUNTY) (STATE) 

SUICIDE Soy ice bldg., ete.) 

HOMICIDE fNguR: 

TIME (Month) (Day) (Year) (Hour) ae OCCURED HOW DID INJURY OCCUR? 

OF While at Ne While 

INJURY m. Work 9) 


22. I hereby certify that I attended the deceased from 


alive on Man. r!, 1985... 


AN 


., 19S-S", that I last saw the deceased 
GNE 


UA y ee 


DRESS 


ee 


rei 
= 


ao | 


Mar .24, 1959 


IGNAPPRE Y , On title) 
oe CREMATIO. DATE THEREOF b. OF mene OR CREMATORY 


Krider's Cemetery 


LOCATION (City, town, or county) (State) 
| near Westminster, Md. 


DATE Be BY dial RECISTRAR'S SIGNATURE 


24. Snead. DIRECTOR ADDRESS. 
John R. Byers Westminster, Md. 


REGISTRA g Les 


MARGIN RESERVED FOR BINDING 


STATE peranche? Gaia 
ATH Reg. Dist. Ne. 


MARYLAND 254] 
CERTIFICATE OF | 


1. PAO DEATH- a ate RESIDENCE (HOME) OF ee ool YY 
Carroll MARYLAND Maryland me 


CITY (If outside corporate ilmits, write RURAL and | LENGTH OF STAY CITY (If outside corporate limits, write RURAL and give nearest town) 
OR give nearest town) (i this place) OR 
X Town yrse Town _ Baltimore BVo/-“¢ 
eres a. ie Eminem! 
/2 street ADDRESS Springfield State Hospital Not known xX 
3. Ar hee (First) (Middle) (Last) | 4, a (Month) (Day) (Year) 
(Type or Print) Carrie Klaus peatH March 16, 1955% 


B. SEX | 6. COLOR OR RACE | T SINGLE, MARRIED, 8. DATE OF BIRTH 9. AGE last birthday [ie under, 1 year [if under 24 hr 
emale White oc Mart ed: Not known Pa bea eee he 
USUAL OCCUPATION (Give kind of work] 10b. Kino oF Busi on | 11. BIRTHPLACE (State or foreign country) 12, Crrzen or WHAT 
during most of working life, even if retired) aaa ae Las 
saree gmestic ra ver = Marviand JeeAe 
13. FATHER’S N. 14. MOTHER'S MAIDEN NAME 
Louise Croble 
ie Was ee a Vatee eS ARMED ee 16. SociaL Securnyty No. 17. INFORMANT AND ADDRESS 
» of unknown) year, give war or dates o} (fi £€C Wy ; 
eke Sy | Morice = 4 -~___ Hospital records — 
18. MEDICAL CERTIFICATION INTERVAL BETWESI 
I. DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH Onset AND DEATE 
es % = 
Fase date case @.... Cerebrovascular. Accident. 2-3 min. — 
Antecedent cause(s) 
Generalized arteriosclerosis years 


Diseases or conditions, if any, —(b).... 
giving rise to the above cause 


stating the underlying cause last, 48 
I. OTHER SIGNIFICANT CONDITION 3 ie} : 
to ut not 2 " s 
rated ta the disease or condition causing death. OChizophrenia, paranoid 33 years 


19a. DATE OF OPERATION | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY? 
Ye O NoD 
2. ACCIDENT Specify) PLACE oho Tarm, factory, strest, | (CITY OR TOWN) (COUNTY) (TATE) 
SUICIDE OF ne ete.) H 
HOMICIDE i 
TIME (Month) (Day) (Year) (Hour) TROURY OCCURRED | HOW DID INJURY OCCUR? 
OF White at jot While 
INJURY m._|_ Work Ree ais 
22. I hereby certify that I attended the deceased from. LO=4......., 19.21. to 3-16... , 1955.., that I last saw the deceased 
alive on....... 3=16......... , 19.55.., and that death occurred ss, AS eer Fam, from the causes and on the date stated above. 


SIGNATURE F (Lapa ADDRESS j Ey, i ‘a 


"s °A nvauna 


cotl ga Uys 


~ 


Drs 


e 


VS. A15 — 10-53 


MARGIN RESERVED FOR BINDING 


ion carefully. The 


PLAINLY, WITH UNFADING INK. Supply every item of informati 
correct age is especially important. Physicians 


PLEASE TYPE OR 


“OBA STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


work afer sGtine most of working life. 


NDUSTI 
retired 


ue wo 


New York 


14, MOTHER'S MAIDEN NAME: 


'ATHER'S NAME: 


William Brown 
18. WAS DECEASED EVER IN U.S. ARMED FORCES? 


(Yes-no, or unk.) (If Yes, give war or dates 
NO of service) —— 


Emma Louise 
17, INFORMANT & ADDRESS: 


18, SoctAL Security No. 


Hospital records 


Sick - 


18. MEDICAL CERTIFICATION 


= 


INTERVAL BETWEEN 


Bits 

20 25 

42 CERTIFICATE OF DEATH Reg. Dist. No. JZ... 

2 | 1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 

a 

& county Carroll MARYLAND stare Maryland county Montgomery 

re CITY (If outside corporate limits, write RURAL CeNcTH OF STAY CITYIIf outside corporate limits, write RURAL and give neareat town) 

sl OR and give nearest town) (in this place) OR 

5 ‘Sykesville 1Omonths16daps TOWN Kensington 15 K- hh 

> HOSFITAL OR STREET (if rural give location) 

| INSTITUTION DORESS . ; 

§ |jsstacet avoress Springfield State Hospital 9632 Old Spring Road V 

2 3. NAME OF (First) (Middle (Lest) 4. DATE (Month) (Day) (Year) 
DECEASED: OF 

3 (Type or Print) _ EMMA LIPSCOMB | DEATH: March 2 19 5S 

3 [S. sex: 6. COLOR OR |7. SINGLE, MARRIED. / @. DATE OF BIRTH: 9, AGE last birthday) 1r UNDER vean | Ir UNDER 24 HRB, 

ty -RACE: . Monthi 

© | Female | White (Speeity): Widow 3-1-1886 6Jocierdo meee 

@ {iO USUAL OCCUPATION {Give kind of/ 108 igints OF” POSINEES, 11. BIRTHPLACE (State or foreign country): |12. CITIZEN OF WHAT 

8 

eo 

o 

s 

o 

3 

‘kh 

z 

vo 

n 

o 

aS 

a. 


DISEASES OR CONDITIONS DIRECTLY LEADING TO oe ihee 


53 Keone CAUSE (AY brid hat rhn “2 Mey 


DUE TO } ; 

ANTECEDENT CAUSE (8° i ie til, ?, r/, Meiisrl (ZS) 
DISEASES OR CONDITIONS, IF ANY, (B) LLU pat 1. J Z hz) Ate GRD 
GIVING RISE TO THE ABOVE CAUSE = bye To 
STATING UNDERLYING CAUSE LAST. i 

(ce 


Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE ry ere ecs with circu oe dis iS NG 


DISEASE OR CONDITION CAUSING DEATH. bal 1 a 11. month 
TSA. DATE OF OPERATION: | 198. MAJOR FINDINGS OF OPERATION roaction. 


20. AUTOPSY? 
ves([] No al 


21c. WHERE DID (City or town) (County) (State) 
INJURY OCCUR? 


21a. ACCIDENT WAS UNDERLYING (] 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


218. PLACE (Home, farm, factory,| 
OF INJURY street, office bldg., etc. 


210. TIME (Month) (Day) (Year) (Hour) | 21e INJURY OCCURRED | 2IF, HOW DID INJURY OCCUR? 
OF INJURY While Not while 
M. at work at work 
22. I hereby ne that I attended the deceased from 11-9. ,195), to .3—2......, 19.55 that I last saw the deceased 
alive on ....3-2. ....,... 19 55., and that oe) occurred at 11:05 M, from the causes and on the date stated above. 
ADDRESS DATE ¥ ED 


SIGNAT! RE 
My Ob Wee, "Y Ieut VAd WG mo. Springfield State Hospital 9f 5S 


23. BURIAL, Seregry) | DATE THEREOF | NAME OF CEMETERY OR,CREMATORY | LOCATION (City, town, or cou! eld (State) 
OVAL sePEyFY) ‘ aire - : 
fitap pha ear) Lt Car (Abrtaa Ger: Cox~ IF, Ht 


DATE ele BY par tg REGISTRAR’S SIGNATURE | 24. FUNERAL DIRECTOR ADDRES: 


a. thet See Steven br 2 GO/-1ef "yaw. wash, 24 


o! 


12 
ct 
a 
av 
> 


MARGIN RESERVED FOR BINDING 
WITH UNFADING INK. Supply every item of information 


age is especially important. Physicians: please write the causes of death clearly 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02529 


§ 2543 CERTIFICATE OF DEATH ne mee 
E 
& I. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
. 2s j} 
ec COUNTY Ciprsth & MARYLAND sratE 777, COUNTY Can noth. 
Ae) CITY (If outside corporate limits, write RURAL| LENGTH OF STAY OOE (If outside forporate hmits, write RURAL and give nearest 7 
> oo OR and give nearest town) (in ¢] is. Piage)” 
aS TOWN < aL TOWN L, , 
ffs = nose ttt 64 Mb efisepeea len STREET tries a rive ater 
§ oD STREET ADDRESS 3/ i ,, jo a JS IG See Be. ww. 


3. NAME OF _ pa fait > |“ DATE (Month) (Day) (Year) 


DECEASED: ot OF 
(Type or Print) EP/7 ALLAN " ‘ONG beatin: Ay arsed /6 3 £m 
5. SEX: ‘. ar OR 7. SINGLE, MARRIED, 8. DATE OF BIRTH: 9. AGE iast birthday :| iF UNDER 1 YEAR | ir UNDER 24 HRS. 


WIDOWED, DIVORGED, Sars te | Days | Hours | Min. 


CE: , 
tele MpdecLe. Gon anced) L023 re. 
“T0a. U! L OCCUPATION..Give kind of Tob. Teober BUSINESS OR | II. BIRTHPLACE (State or foreign country) : 


work done during most of working iife, 
even if retired) 


12. CITIZEN OF WHAT 


ed DE? 
16. SoctaL Security No.:| 17. INFOR) A & ADDRESS: 


2/6-67-393/ Z. 


18. MEDICAL CERTIFICATIO: 
1, DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


Bob cause 


Antecedent causes (s) 
Diseases or conditions, if any, 
giving rise to the above 
stating the underlying caui 


16 
(Yes, no, or unk, 


‘ORCES? 
r dates of 


[ 


Intervai Between 
Onset And Death 


11. OTHER SIGNIFICANT CONDITIONS 


Conditions contributing to the death but not |a o 
related to the disease or condition causing death, Ltornee. ( Wenrrraesirey ) Fiala nd 


19a. DATE OF OPERATION:; I9b. MAJOR FINDINGS OF OPERATION | 20. AUTOPSY ? 
abe Yes NoD). 
: 21. ACCIDENT (Specify) BRACE (Home, farm, factory, street, (CITY OR TOWN) (COUNTY) (STATE) 
HOMICIDE Rae) WOgURT Ge eae 
TIME (Month) (Day) (Year) (Iour) eer OCCURED HOW DID INJURY OCCUR? 
or Whiie at Not While | ma & iq ra 
3 INJURY = m.__| Work O pe Work 1 ~ (a: 
a 22. I hereby certify that I attended the deceased from "Gn Na foe to ....3.7.7.%...£19.$-8, that I last’ saw the deceased 
a alive on .37/.6..., 19937 ., and that death occurred at .........7.. A. RE the causes and on the date stated above. 
fe SIGNATURE (Degree or titie) ey SIGNED 
= a? SO. 32/461 SS 
a ATE THEREOF NAME OF dese Gauci OR-CREMA’ be LO ag Prreccne Hie. «pes (City, town, on ae ) ae 
n 44s | 
a DATE REC’D BY LOCAL] REGISTRAR'S SIGNATURE ) . etn DIRECTOR Swonkés 
| REGISTRAR . | 
a She aa mes 


Ucuaisub Ld. "biel, ig Sy Lizard Pd 


® : 


MARGIN RESERVED FOR BINDING 


t=) 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of informa’ 


VS. A15 — 10-58 € 


carefully. The 


please write the causes of death clearly and legibly. 


correct age is especially important. Physicians 


ee AND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0253 } 


CERTIFICATE OF DEATH Reg. Dist. No. OL Advan 
= 
1, PLACE OF DEATH: hs 2. USUAL RESIDENCE (HOME) OF DECEASED: 
COUNTY Carroll MARYLAND STATE De Cc. COUNTY WASHINDTON 
ciry ate, outside scuorate ae write RURAL} LENGTH ‘eg Bey scales outside corporate limits, write RURAL and give nearest town} 
ive ne own {in this place pe 
1 town Sykesti ties 7m 104 Town Washington, D.C. UFR 3 
HOSPITAL OR yas {If rural give location) 
INSTITUTION OR Ss 
/S-steeer asoness Springfield State Hospital SPSS 32 nd Street, S.E. Vv 
3. NAME OF (First) (Middle) (Last) | 4, DATE (Month) (Day) (Year) 
DECEASED: OF 
(Type or Print) Mary Leona Mumma DEATH: 2 19 bon 
S. SEX: 6. COLOR OR |7. SINGLE. MARRIED, ep,| & DATE OF BIRTH: 9. AGE last birthday] 1F uwoen s vean | IF unpen za Hns, 
RA 4 . s 
F Spectty wWidowe 6-6-1868), Gel vag Seciuee dl Gee ae 


[PSA ha soy poeta ewoeae WA 
even if retired); Wares . 

13. FATHER'S NAME: 
Jacob Brewer 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 


(Yes, n (If Yes, give war or dates 
utkntwh, service) 


10p. KIND OF ‘BUSINESS 


% Peretti 


11. BIRTHPLACE (State or foreign country): 
U.S.A. Maryland 

14, MOTHER'S MAIDEN NAME: 
Carrie Eyerly 

16. SOCIAL SECURITY No. 17. INFORMANT & ADDRESS: 0s 

Unknown Ross Brewer , 223-32nd Str.SE,Washington 


18. MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


12. CITIZEN OF WHAT 


U ok WEY 


INTERVAL BETWEEN 
ONSET AND DEATH 


pod 
IMMEDIATE CAUSE i Uremia terminal _ 30_hours 
DUE TO 
ANTECEDENT CAUSE (S8> 7 ~ = s 
Deities auiaade makes ANY: is, AFteriosclerotic cardiovascular disease years 


GIVING RISE TO THE ABOVE CAUSE = gue To 


STATING UNDERLYING CAUSE LAST. ry 
GEau* = iy pee ee Bronchopneumonia 7 days 


Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE . 
DISEASE OR CONDITION CAUSING DEATH. Involutional Psychosis 


19a. DATE OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 


27 yerzs 
20. AUTOPSY? 
YES oO NO hal 


2lc. WHERE DID (City or town) (County) (State) 
INJURY OCCUR? 


21a. ACCIDENT WAS UNDERLYINGO 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21p. TIME (Month) (Day) (Year) (Hour) 


21B. PLACE (Home, farm, factory. 
OF INJURY street, office bldg., ete. 


Brn es OCCURRED 21F. HOW DID INJURY OCCUR? 


OF INJURY Not while 
M. ‘ ee at work 
22. I hereby certify that I attended the deceased from 3+10— 1956, to 3242, 19 cpthat I last saw the deceased 
alive on 3-Ll- i) , and that death occurred af¥\h3: AM, from the cuuscs and on the date stated above. 
oS (ees 2:30 ADDRESS DATE SIGNED 
Pare | m.bd. Springfield State Hopsital 3-12- 


23. BURIAL, crepe | DATE THEREOF | NAME OF CEMETERY OR CREMATORY LOCATION (City, town, or county) (State) 


Gopen | CARY RS Ah [ala Mee ite Megealanm Jal 
ite 2k OES ibe ey ee ea? era Neg ebinn Ju 


wd MARGIN RESERVED FOR BINDING 


VS. A15 


TH UNFADING INK. Supply every item of information carefully. The correct 


PLEASE WRITE PLAIN 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02532 


, 19.55, that I last saw the deceased 


¢ 0 ¢ 4 iN vies 
2545 CERTIFICATE OF DEATH Reg. Dist. No... 
1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 

i) county Carroll MARYLAND STATE ] country @y Zl 3 
£ CITY (If outside corporate limits, write RURAL| LENGTH OF STAY CITY (If outside corporate limits, write RURAL and give nearest town) 
a Oe ate give nearest town) (in this piace) eh 
selfs Henryton lyr. 7 mths. Z Barclay ‘TRAUB te 
2 HOSPITAL OR STREET (If rural give Taeatieny 
= (pg itier sooth vite / 
eke HENRYTON STATE HOSPITAL oe See AS. 
| 3 NAME OF (First) (Middle) (Last) 4. DATE (Month) (Day) (Year) 
ics} (Type or Print) WILLIAM MURRAY DEATH: MAR, 3 19 
= | 5. SEX: 6 COLOR OR 7. SINGLE, MARRIED. 8. DATE OF BIRTH: 9. AGE last birthday:| fr UNDER 1 YEAR| ir UNDER 24 HRS. 
. RACE: WIDOWED, DIVORCED, Months) Days | Hours | Min. 
a Male (Specify): yy. 4£-6-81 yrs. | 
«, | Téa. USUAL OCCUPATION. Give Kind of | 10b. KIND OF BUSINESS Oe Pi RELA view? ‘or foreign country): |12. CITIZEN OF WHAT 
3 work done during most of working life, NDUSTRY: COUNTRY? 
a even if retired)p: : ; Barelay, a Sires 
@ | 13. FATHER’S NAME: ” 14, MOTHER'S MAIDEN NAME: 
os 
© Joseph MH. Murray Caroli ; 
ye 15 Was Deceasen EVER IN U.S.ARMED Forcrs?| 16. SoctaL Security No.: | 17. INFORMANT & ADDRESS: 
| (Yes, no, or unk.)| (if Yes, give war or dates of 
g i _Ho service) IAT, Deceased 
2 one 
| 18. MEDICAL CERTIFICATION ae 
> | 2: DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH Onset’ And) Desll 
2 mod : : is 
8 Jdemeainte énute (8) oD. AAV... bidet oh Beg 3 lc Te Ayrs mths 
a, DUE TO 
rs Antecedent causes (s) 
2 Diseases or conditions, if any, ince 
& giving rise to the above cause 
3 stating the underlying cause Iast, DUE TO 
> (ce) 
& | 1) OTHER SIGNIFICANT CONDITIONS 

Conditions contributing to the death but not 
3 related to the disease or condition causing death. 
& | 19a, DATE OF OPERATION:) 19b. MAJOR FINDINGS OF OPERATION | 20. AUTOPSY t 
= | Yes{]_ No). 
& | 21. ACCIDENT (Specify) PLACE (Home, farm, factory, street,| (CITY OR TOWN) (COUNTY) (STATE) 
£ SUICIDE office bidg., ete.) 
4 HOMICIDE TNOURY 
> TIME (Month) (Day) (Year) (Hour) | INJURY OCCURED HOW DID INJURY OCCUR? 
es OF While at Not While 
‘s INJURY m._| Work 1) At Work (] 
3 
e 
x alive on 3 and that death occurred at 93 10. ae » from the causes and on the date stated above. 
2 SIGNATURE (Degree or title) DRESS DATE SIGNED 
& LAR wha yas Maryla. 3-3-55 


. B 6 i; (A A A on | “DB OF ane OR ae LOCATION (City, town, or county) (State) 
ee 2 Wie ok Bi | @B nf 
pee BEE BY LOCAL Zh 'S SIGN. mee RAL DIRECTOR ADDRESS 
3-355 bya. K. Aare as SS fre, 


— Local 


VS. A1B 


MARGIN RESERVED FOR BINDING 


PLEASE WRITE PLAINLY, WITH UNFADING INK. Supply every item of information ca 


ly. The correct 


please write the causes of death clearly and legibly. 


icians: 


lly impertant. Phys: 


age is especia! 


2946 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


02531 


Reg. Dist. No. Lo ee. 


1. PLACE OF DEATH: 


COUNTY Q 2 MARYLAND 


2, USUAL RESIDENCE (HOME) OF DECEASED: 
COUNTY 


STATE 


aa 
TOWN 


eee? outside ep Capen limits, write RURAL and give nearest town) 


CITY (if LG corporate limits, write RURAL] LENGTH OF STAY 
OR ang-yive nearest to (in this place) 
TOWN s z 
HOSPITAL OR 


S$. COLOR OR 7. SINGLE, MARRIED, 
RACE: WIDOWED, DIVORCED,, 


INSTITUTION OR a Steet at rural give location) / 
Qo STREET ADDRESS = 2 / Kis” Ve a 3 <a Te . es rl 
3. NAME OF ~ (First) (Last) | 4. DATE (Month) aeee (Year) 
DECEASED: ct) 
(hve or Fin) AAP LL/L CLICE th > MERLY DEATH: lath, Lf 2S S~ 
5. SEK: 8. DATE ae DREN: 9. AGE last birthday :| 


yrs. 


IF UNDER 1 YEAR |IF UNDER 24 HRS. 
mone Days | Hours ] Min. 


S69 | £6 


é it . (Speci), 7p dea 
“Toj. USUAL OCCUPATION. Give kindof " Ledlysta KIND OF BUSIN! 
work done during post of working life, INDUSTRY: 


even if retired) 


1. BI 1 12. CITIZEN OF WHAT 
1 IRTHPLACE (State or foreign country): COUNTRY? 


ASG 


. . 


14. MOTHER’S MAIDEN NAME: 


~~ 


~S. 


13. FATHER’S NAME: 
aa mn 
15 Was Decrasi N U.S. ARMED Forces? |“16. SocfaL Security No.:| 17. INFORMANT & ADDRESS: 


(Yes, no, or unk. Yes, give war or dates of 
servic 
18. 


1, DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


Y22./ Ae 


Immediate cause 


(a) . 
DUE TO 
Antecedent causes (s) 
Diseases or conditions, if any, 


tp) 
elving rise to the above cause Ce fekine: 


stating the underlying cause last, DUE TO k 
a Ho Se 


MEDICAL CERTIFICATION 


wi Heart. 


Between 
id Death 


iA 
Intervai 


(c) y 

ii. OTHER SIGNIFICANT CONDITIONS 

Conditions contributing to the death but not | 

related to the disease or condition causing death, = 
19a. DATE OF OPERATION:, 19b. MAJOR FINDINGS OF OPERA | 20, AUTOPSY f 

Yes] nodZ 

2. ACCIDENT ‘Specify, PLACE (Home, farm, faglary, wtreet,| (CITY OR TOWN) (COUNTY) (STATE) 

HOMICIDE = fNaupy Ne ee ete) Saamame = 


TIME (Month) (Day) (Year) (Hour) Posy. Oe CE rile 
ile at 
fee ro) 


OF 
INJURY << Wo t 


HOW DID INJURY OCCUR? 


22. I hereby certify that I eral the deceased aoe 


alive i if . 1998.2 that death occurfed 
G) li * ie i D. 
t1~ Ment 
23_/BURIAL, CREMATION, 


aay ey eee 
DATE REC'D BY LOCAL, 


eae 


£\e AM, eo tie <i Fa Ww, on the date stated above. 


Ey, si 
sauces be / 
“y Ld ed ity, town, or County) 


1953, to to MP. Le 1945, that I last saw the deceased 


DDR ry 


REGISTRAR 


Se Se ae OO 


DATE THEREOF a tf) OF CEMETER: ig 0 hate 
ee ke OF i ‘ e: Mths DIRECTOR Mtb ebay we ED, 


ON 


i 
p: 
@ 3 
@ | 
i 

‘3 


MARGIN RESERVED FOR BINDING 


of 


VS. A15 


a, 


PLEASE WRITE PLAINLY, WITH UNFADING INK. 


item of i 


ply every 


Su 
: please ait the causes of death clearly and legibly. 


ysicians: 


is especially important. Ph: 


02533 


MARYLAND STATE DEPARTMENT OF HEALTH 
25 4 4 2411 N. Charles Street, Baltimore 


CERTIFICATE OF DEATH Reg. Dist. Non Desesssn 


I. PLACE OP. DEATH: 2. bh RESIDENCE (HOME) OF D! 


= 
COUNT SS COUNTY 
Ca., Carroll MARYLAND Sac cyJand Carro// 
ITY (if outside corporate ae write RURAL and ae tte F STAY on. (If dutaide corporate Uimite, wi write RURAL and give nearest town) 
4 95 Poa give nearest town) D is e p iP ; a place) Bae D Te ia R A Z x 


SCaeTTEE OR SrReer ff rural, r 
INSTITUTION OR ADDRESS ie Erceree / 
§O_STREET ADDRESS 
3. NAME OF (First) (Middle) (Last) | 4. poe (Month) (Day) (Year) 
DECEASED ° >En 
(Type or Print) RAS DEATH gg 1995 


E | 7. SINGLE, MARRIDD, cs 'B OF BIRTH 9. AGB last birthday | If under t tunder 24 bre 
a WIDOWED, DIVORCED | Montbs{ Da: [s Min.” 
WhiTe (Specify) 1-AO-/0VG ym. [ele | 
10a, USUAL. Bee ee (Give kind of work | 10b. Kinp or Business om | 11. BIRTHPLACE (State or foreign country) 12, wi or WHat 
done most of working Jife, even If retired) 7 


Counter’ Si 


15. FATHER'S NAME | 14, MOTHER'S MAIDEN NAME 
(a) e peril So ib) Martin 


15. Was Decrastp Even In U.S. Anuep Forces? | 16. Social Smcunity No. 17. INFORMA! AND ADDRESS 
(Yee, no, or unknown) Sa as or dates of e | 


18. MEDICAL CERTIFICATION 
I, DISEASES OR CONDITIONS DIRECTLY Tee DEATH ‘ 


STL 


Immediate cause [Cesena 
Antecedent cause(s) i 
Diseases or conditions, if any,  (b).—...... Gan tehifdl Sascha the tesserae etek eee oe 
giving rine to the above cause 
stating the underlying cause iast_ 
{c) 
It, OTHER SIGNIFICANT CONDITIONS 
Conditions contributing to the death but not 
related to the disease or condition causing death. 


ida. DATE OF OPERATION | 19b. MAJOR FINDINGS OF OPERATION 2. al YT 
Yea No 
Bi. ACCIDENT yy PLACE (Home, farm, Tactory, strest, (ClTY OR TOWN COUNTY STA 
SUICIDE et = gfies bi bidg., ete.) : ; i J eee 
HOMICIDE INJUR i 
TIME (Aionth) (Day) (Year) (Hour) TRIURY OCCURRED HOW DID INJURY OCCURT 
oF While at Not While 
INJURY Work O At work 


22. I hereby certify that I attended the deceased from SY, to..32.3.Tne 19.2.9, that I last saw the deceased 


alive on.......... aD 3. my 19. ils ee and that death occurred at m., from the causes and on the date stated above, 
SIGNATURE (Degree or title) ESS ree E SIGNED 


B-¥-6S 


24. FUNERAL DIRECTOR 


iL. Creager » Jon 


Wary LAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 2534 
CERTIFICATE OF DEATH Reg. Dist. No. 


2. USUAL RESIDENCE (HOME) OF DECEASED; 
r COUNTY 5 Ad 
OR 


mits, write RURAL and give nesrest town) 


1. PLACE OF DEAT) 


MARYLAND 
LENGTH ws STAY 


poe 


INLY, WITH UNFADING INK. Supply every item of information carefully, The 


ASED: 
(Type or Print, 
5. SEX: 


Y 
Z 
EGA, ze 
. . ol . 
Oa. USUAL OCCUPATION (Give kind of 


work done during most of working lif 
even if retired): 


9. AGE last biythday 


a we 
yrs. 
in country) 


|) WAS DECEASED EVER IN U.S. ARMED Foncrar 
(Yes, no, or unk.)| (If Yes, give war pr dates 
of service) LZe— 

18. MEDICAL CERTIFICATION 

I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEAXH 

> 


fecanerne ‘SECURITY NO. 


INTERVAL BETWEEN 
ONSET AND 


please write the causes of death clearly and legibly. 


IMMEDIATE CAUSE 


ANTECEDENT CAUSE (8* 


DISEASES OR CONDITIONS, IF ANY, 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST. 


II OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE | 
DISEASE OR CONDITION CAUSING DEATH. 


MARGIN RESERVED FOR BINDING 


an 
g 
44 
= 
‘a 
Da 
= 
By 
a 
€ 
3 
s 
i 
S 
E 194. DATE OF OPERATION: | 198. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
<< -_ 4 
a K : yes] no 
w = 2ta. ACCIDENT WAS UNDERLYING{] | 218. PLACE (Home, farm, factory.| 21c. WHERE DID (City or town) (County) (State) 
I f2 -5 [OR CONTRIBUTING [] CAUSE OF DEATH| OF INJURY street, office bldg., etc.) INJURY OCCUR? 
& ov OF EITHER, NOTIFY MEDICAL EXAMINER) 
& & |21p. Time (Month) (Day) (Year) (Hour) | 2l= INJURY OCCURRED | 21F. HOW DID INJURY OCCUR? 
& 3 for ivsury While Not while 
v n M. at work at work 
2 
° g 22. I hereby, certify ay cubs the deceased fro 76, y 19-> that I last saw the deceased 
cy ? 
8 re alive htt f a a 3 - 
1 mo 
Se HH 2 eae 
a fa g fo Fad a yoo 
| ne i DATE THEREO! | (State) 
its) << ‘CIFY) a 
a a} ae 3-2 2-5 
‘és oy DATE REC'D BY me REGISTRAR'S SIGNATURE : 4. )AFUNERAL §IRECTO 
REGISTRAR ‘ : , 4 “a 5. \ - gl ES we 
> ar Sa Leg Lay “of Bf a 


NLY, WITH UNFADING INK. Supply every item of information carefully. The 


correct age is especially important. Physicians 


° 
a 
= 
=] 
z 
= 
fa 
oJ 
° 
fe 
a 
a 
> 
es 
a 
mn 
g 
m 
Z 
= 
oO 
me 
< 
= 
a, 


PLEASE TYPE OR WRITE P. 


VS. A15— 10-53 eG 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ()25 35 


2949  GERTIFICATE OF DEATH Reg. Dist, No...” orn 
1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
county Carroll MARYLANO STATE Maryland COUNTY 


CiTY (If outside corporate limits, write RURAL 


LENGTH OF STAY CITYIIf outside corporate limits, write RURAL and give nearest town) 
OR and give nearest town) 


(in this place) 


is. Wag Dectasep Ever tn U.S. ARMEO FORCEST 
(Yepy no. oF unk. (if Yes, give war or dates 
i) 2 


16. SOCIAL SECURITY No. 17. INFORMANT & ADDRESS: 


of service) 


AAR Hospital records 


18. MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


o. 
420.) CAUSE cay _ Coronary occlusion Minutes 


DUE TO 
ANTECEDENT CAUSE (8> 


DISEASES OR CONDITIONS, IF ANY, (B) _Arteriosclerotic cardiovascular disease Years 


GIVING RISE TO THE ABOVE CAUSE = nye To 
STATING UNDERLYING CAUSE LAST. 


INTERVAL BETWEEN 
ONSET AND DEATH 


2 

ce 

i?) 

e} 

3 OR a 

& TOWN «Sykesville 39y.11m,17d} TOWN Baltimore City 7V ie 

> HOSPITAL OR STREET (if rural give location) ‘ 

he iS 

8 IA Sstreer ADORESSSpringefield State Hospital 4 w af. 

be a NAMES OF (First) (Middle) (Last) 4, DATE (Month) (Day) (Year) 
OECEASED: OF 

S| Give or Prin) THOMAS ie RAF TERY Deatn: March 2h 1955 

© |S. sex: 6. COLOR OR |7. SINGLE, MARRIEO, 8. OATE OF BIRTH: 9. AGE last birthday| 1* UNDER + YEAR| IF UNDER 24 Hrs, 

“ RACE: WIOOWED, OIVORCEO, Months} Days | Hours| Min. 

©} Male | White (Specify): Sinele | January 9, 1870 85 mm. | 

@ 10a. USUAL OCCUPATION {Give kind of) 108. KINO OF BUSINESS 11. BIRTHPLACE (State or foreign country): |12. CITIZEN OF WHAT 

3 work done during most of working life.| OR, INOUSTRY: COUNTRY? 

g even if retired): Steyedore SS, (PPL 9 Maryland COL 

= 13. FATHER'S NAME: 14. MOTHER'S MAIDEN NAME: 

2 Thomas Raftery Mary Flanagan 

+) 

Ed 

ov 

% 

s 

es 

=") 


(c) 
Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE OCEATH BUT NOT RELATEO TO THE 


DISEASE OR CONDITION CAUSING DEATH. Chronic alcoholic hallucinosis,  «—s§s._—Ss_—— 


19a. DATE OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 


ho 
20, AUTOPSY? 
ves im NO 


2lc. WHERE DID (City or town) (County) (State) 
INJURY OCCUR? 


21a. ACCIDENT WAS UNDERLYING () 
OR CONTRIBUTING L) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
2ip. TIME (Month) (Day) (Year) (Hour) 
OF INJURY 


21B. PLACE (Home, farm, factory, | 
OF INJURY street, office bidg., etc. 


2ie INJURY OCCURRED 
While Not while 
at work at work 


2iF. HOW DID INJURY OCCUR? 


M. 


22. I hereby certify that I attended the deceased from ....... 3 -16., 19.55, to 3-2. 18) EGA that I last saw the deceased 
alive on ..... 3-2 19 5S, and that death occurred at8225, Am, from the causes and on the date stated above. 


hy SI TYRE ADDRESS DATE SIGNED 
4 3 CALL LW . mM. 0. § = 


23. BURIAL. CREMATION, ATE THEREOF | NAME OF CEMETERY OR CREMATORY | LOCATION (City, town, or county) (State) 


pal 4 3-26-55 | ew Labheorp!/ Basle 0 


Rie 
BY LOCAL R ISTRAR’S SIGNAT! . Pea g Vv . SFUNERAL DIREQTOR AODRESS 
sa (ES JSG aes 


o 
Z 
3 
a 
i 
oo) 
oo 
co) 
os 
a 
a 
> 
e 
ta 
n 
S 
oo 
4 
° 
& 
< 
3 
a 


ks = = 


2536 
MARYLAND 2550 STATE DEPARTMETT OF HEALTH 


wee ty eee wee’ GERTIFICATE OF DEATH eee. vist. 80... Zoos 


1. PLACE OF DEATH: f, eS 2. USUAL RESIDENCE (HOME) OF DECEASED: 
COUNTY vl STATE es COUNTY 
MARYLAND x < 


CITY (If outside corporate limite, write RURAL and | LENGTH OF STAY i (If outside Bos limits, write RURAL and he at town) 


caine nive|mearest (owe) (ince piace) ORS. el fy WC ore # 3 ho bs , 
Songs, Jo pel Ste te fetta appnes (P26 L/jefatce Aare Vv 
i 


/ & STREET ADDRESS 


es a 
(Type or Print) (a wins & 
6. COLOR OR CE 
(Seal 


didgle) ©, ee Dale (Month) (Day) (Year) 


DEATH S) Zh 95 


9. “Fi last birthday 
yr. 


Vite ies 
Specify) “Ln Lowe 


10b. KIND OF BYSINESS OR 
Invustr¥ th 


16. SociaL Security No. 
_ 


[AL OCCUPATION (Give kind of work 


ing moat of working lifepeven if retired) 
eet 
a ‘ATHER’S NAME, 
CAiio Tere 


Was Eee ASD, ina In ESS ARMED eoneeeT 
‘es, no, or, unknown, year, give war or dates of 
"ee | Merce) 


— 


17. INFORMANT, _ AN ADDRESS 
Hooj. tak Aer trl 


18. MEDICAL CERTIFICATION 
I. DISEASES OR CONDITIONS DIRECTLY Gee TO DEATH Onset anp DEBATE 


Belahe cause (Cee re Brot’ : He wt orp E ADR (Ms, nutt, 
Antecedent cause(s) Cebrot ArTeno 92-bearn> Year 


INTERVAL BETWEEN 


Diseases or conditions, if any, (b)....... 
giving rise to the above cause 


stating the underlying cause last ‘ . 
Il. OTHER SIGNIFICANT CONDITIONS 
UE RS ANE ae ae Bs. due & et 
related to the disease or condition causing death. 


oa peepee ne tes 


19a. DATE OF OPERATION | 19b. MAJOR FINDINGS OF OPDRATION | 20. AUTOPSY? 
os Yes O _No 
21. ACCIDENT (Specify) PLACE (Home, fi ‘actory, street, } (CITY OR TOWN) (COUNTY) (STATE) 
SUICIDE OF office bldg., ! 
HOMICIDE INJURY tH 
TIME (Montb) (Day) (Year) (liour) | INJURY OCCURRED HOW DID INJURY OCCUR? 
OF Whileat Not While 
INJURY m. | Work At work 


death occurred at.... 
Ort, sy ADDRESS DATE SIGNED 
dain 2 


Ss 


oe from the causes and on the date stated above. 


DATE 


‘City, town, or county) 


| fs} kesville Md. 


DATE REC'D BY LOCAL | REGISTRAR’S SIGNATURE 24. FUNERAL DIRECTOR ADDRESS 


wtp. 28, (IE: : C.M.Waltz, Winfield, Maryland __ 


MARGIN RESERVED FOR BINDING 


VS. A15— 10-53 € < 


a 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information carefully. The 


please write the causes of death clearly and legibly. 


correct age is especial 


lly important, Physicians 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18253 


2051 CERTIFICATE OF DEATH Reg. Dist. No. “2%... 
1, PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
COUNTY Carroll MARYLAND. state Maryland country Washington 
CITY (If outside corporate limits, write RURAL] LENGTH OF STAY CITY(If outside corporate limits, write RURAL and give nearest town) 
OR and give nearest town) (in this place) OR 
ees Sykesville lmonth13days TOWN “ ‘Clear Spring wis 
HOSPITAL OR STREET (If rural give location) 
~@INSTITUTION OR ADDRESS 
Pe SPREE Abenees sso rings weld State Hospital < . Route # 1 c. v 
3. NAME OF (First) (Middle} (Last) 4. DATE (Month) (Day) (Year) 
DECEASED: OF 
(Type or Print) MARGARET ELIZABETH ROBINSCN peatH: March 18 19 55 
3. SEX: 6. ceaer OR |7. SINGLE, MARRIED, 8. DATE OF BIRTH: 9. AGE last birthday JF UNDER 1 YEAR 


Ip UNDER 24 Hee. 
Hours | Min. 


WIDOWED, DIVORCED, 


(Specify)? Married Monte, 


Days 


White 


Female 


5--O7 


7 rs. 
tyes 


HOa. USUAL OCCUPATION (Give kind of; 108. KIND OF ‘BUSINESS 11, BIRTHPLACE (State or foreign country): |12. CITIZEN OF WHAT 
work done during most of working ne OR INDUSTRY: COUNTRY? 
even If reid)? HousemiLe None Maryland T.S.A 
13. FATHER’S NAME: 14. MOTHER'S MAIDEN NAME: 
James A, Lucas, dec. Mary E. ? dec. 


(3, Wag DECEASeo Ever IN U.S. ARMED FORCEST 


(Yes, no, or unk.)| (If Yes, give war or dates 
t ° of service) — 


1@, SOCIAL Sacunivy No. 17, INFORMANT & ADDRESS: 


WE LE 3 Hospital records 


18. MEDICAL CERTIFICATION INTERVAL BETWEEN 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 
OLGA Sidi Eo 
Od 3 chia cay Syphilitic aortitis unknown 
DUE TO 


ONSET AND DEATH 


ANTECEDENT CAUSE (8) 


DISEASES OR CONDITIONS, IF ANY. (B) syphilitic arteritis unknown 
GIVING RISE TO THE ABOVE CAUSE = nye To 
STATING UNDERLYING CAUSE LAST. 


«c) 

Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING CBS 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH, 

19a. DATE OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 


6 months 
20. AUTOPSY? 


Yes B NO oO 


21c. WHERE DID (City or town) (County) (State) 
INJURY OCCUR? 


21a. ACCIDENT WAS UNDERLYING Q 
IOR CONTRIBUTING [) CAUSE OF DEATH 
UF EITHER, NOTIFY MEDICAL EXAMINER} 
210. TIME (Month) (Day) (Year) (Hour) 
OF INJURY 


21B. PLACE (Home, farm, factory. 
OF INJURY street, office bldg., etc. 


wey INJURY OCCURRED 21F. HOW DID INJURY OCCUR? 
le 


Not while 
at work at work 


M. 
22. I hereby certify that I attended the deceased from ... 2-15... pe os, to... Bane 4; 19.55, that I last saw the deceased 
th occurred at Gg: /5f™, from the causes and on the date stated above. 


ADDRESS DATE SIGN 
Springfield State Hospital 3/) 8/5 


State) 


alive on 


“Ww 


23. BURIAL, CREMA’ ai, Gs THEREGF 
Bs anes only a FY) 


Y Ip 19 ny and that 


NAME OF aa OR ‘GREMATORY a LOCATION (City, town, or county 

Se Se 

DATE Lae a BY LOCAL fa) R'S SIGNATURE e et DIRECTOR “ADRRESS 

REGISTRAR « wee Do 
coal f 


ion carefully. The correct 


item of informati 


e causes of death clearly and legibly. 


ply every 
sh 


bs 


p 


MARGIN RESERVED FOR" BINDING 


WITH UNFADING INK. Su; 
important. Physicians: please write tl 


jally 


¢ 


PLEASE WRITE PLAINLY, 


age is especia! 


VS. AIBA - 5-53 


12538 


none are DEPARTMENT OF HEALTH—BALTIMORE, 18 Reg. Dist. 


MARYLAND 


LENGTH OF STAY 
din this place) 


porate limits write RURAL and give nearest town) 


X 


CITY (If dutside 
OR 
TOWN 


HOSPITAL OR | STREET (If rurpi, give loeation) 7 
OSTREET ADDRESS mS Y 


3. NAME OF (First) (Middle) — (Last) 4, DATE | (Month) (Day) (Year) 
DECEASED: ‘ai = ie) Rou ple 
(Type or Print) AUL WEENE [YOEure DEATH wd J 

5. SEX: 6. core OR t RO ae | 8 DATE OF BIRTH: | 9. AGE last birthday: | IF UNDER I YEAR | IF UNDER 24 BRS. 

= AeNu ky 5 7, Months} Days | Honrs | Min. 
" (onan) 2-/90/ SF 9s, P| [rm | 
u. BI 


fe 

10a. YSUA CCUPATION (Give kind of 0b. KIND OF BUSINESS OR TUPLACE (State or foreign country):| 12. CITIZEN OF WHAT 
frork done during most_of’ yo ol IN t p ; coyyagt 

ARTILEAY CHE: hac Ef (ULL, LL he ts Yaak o = 


18. FATHER'S NJ a / | MOTHER'S MAIDEN NAME: 
4 f f/ Vy yy 
le FD ae _ LY diets PA GL (4.4 Ctakd (NAtK £4a43Atth <A 
B. Was Deceaseé Ever IN U.S. ARMM FOR 3 , dq. 
(Yes, ngror unk) (It Xes, lve yrat oy dates gf | 1S Soctau Sncurry No: | 17a INFO y be ee dt 
En IMT 83-26-3631 WLW Maels Aletha — 
Wi 18. MEDICAL CERTIFICATION j 


INTERVAL BETWEEN 


ONSET AND DmatTa 
a 


mmediate cause (8) ees 


L "a Te OR CONDITIONS DIRECTLY pe TO DEATH: 
AG, 


Antecedent cause(s) 
Diseases or conditions, if any, _ (b).... 
giving rise to the above cause DUE TO 
stating underlying cause last € 


TE OTHER SIGNIFICANT CONDITIONS CONTRINUTING 
TQ THE DEATH BUT NOT RELATED TO 
ITION CAUSING DEATH. “a 
19a, DATE OF OPERATION: | 19b. MAJOR FINDING OF OPERATION: 2). AUTOPSY? 
= Yes] Now 
Zia, EXTERNAL CAUSE WAS 21b, PLACE (Home, farm, factory, | ale. (City on town) “) , (County) Siate 
PRIMARY (or CONTRIBUTING [] OF t, offlee bidgi, ete-, / ree 1 
CAUSE OF DEATH. INJURY! et = oA 
2id. TIME (Month) (Day) (Year) (Hour) | #le, INJURY OCCURRED 2if. HOW DID INJURY OCCUR 
OF i an While at Not while otis D 
INJURY 29 SS M.| work at work ee 


22. I hereby certify that I took charge of the remains described above, Held an Autopsy ([], Inspection (),-Inquiry Q,-and 


find’ that death resulted from: Natural causes [], Accident [1], Suicide @; Homicide [], Undetermined cause [Q). 
SIGNA’ uit ty]. CHIEF MEDICAL EXAMINER ATE SIGNED 


/ aT ae DEPUTY MEDICAL EXAMINER 2 Lp 


M.D. ASSISTANT MEDICAL EXAM. 
Axes “Lt ed a Le 
Ve GAEL Pm, 


VS. A15—10-53 ¢ 


MARGIN RESERVED FOR BINDING 


eee] 


LAINLY, WITH UNFADING INK. Supply every item of information carefully. The 


PLEASE TYPE OR WRI 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 2539 


J UNDER 24 HRS. 


dfours fb Min. 


12. CITIZEN OF WHAT 


United States 


2553 CERTIFICATE OF DEATH Reg. Dist, No OK 
ee 
1. PLACE OF OEATH: \ 2. USUAL RESIOENCE (HOME) OF OECEASED: 
county Garrol) MARYLAND state Maryland county Montgomery 
erty’ treats Erna ete Hinttes write RURAL bean OF Cleat ihe outside corporate limits, write RURAL and give nearest town) 
mrive (ntsc en mia pies : oss 
Town " Riral = Sykesville since 9/20/94 fown Silver Spring [SS - 2 
Ace Gs a Fs SnREETS (If rural give location) 
1ON O! Ess 
{5 stREET appress Springfield State Hospital 72, Chesapeake Avenue ih 
3. NAME OF (First) (Middle) (Last) 4. DATE (Month) (Day) (Year) 
OECEASED: OF 
(iype or Print) _ LALA 7 Laeesseniil peatH: March 16 19 55 
5. SEX: 6. COLOR OR|7. SINGLE, MARRIEO, 8. OATE OF BIRTH: 9. AGE last birthday| Ir NDeR 1 vean| 17 UNDE 


male Gees Separated September 1, 1888) 66 yrs. 


NOa. USUAL OCCUPATION (Give kind of| 108. KIND OF BUSINESS 11. BIRTHPLACE (State or foreign country) : 
work done during most of working life. OR INOUSTRY, 


even if retired): Tybee — ZZ = Ttaly 


13. FATHER’S NAME: | 14, MOTHER'S MAIDEN NAME: 


Vittorio Rolando Cesira ~ ? 


Months | Rays 


15. WAS DECEASED EVER IN U.S. ARMED Forces: | 1s. SociAL Secumity No. 17. INFORMANT & AODRESS: 3 
A ot acrvice) eal amnion Reeords of Springfield “tate Hospital 


18. MEDICAL CERTIFICATION INTERVAL BETWEEN 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 


aad, ae apfetaterzal fameobe Le te JT TOTLEQ * Sala 


DUE 
ANTECEDENT CAUSE (8) é 
DISEASES OR CONOITIONS. IF ANY. +B) (R2rcho-rayuchar QecegenfK ANAS 


GIVING RISE TO THE ABOVE CAUSE = gue. 


please write the causes of death clearly and legibly. 


STATING UNOERLYING CAUSE LAST. FI pe . Ah, . ee eee (la 
eee ca 
: lls awzelero ie ye poycuticr Ly 
R SIGNIFICANT CONOITIONS CONTRIBUTING of Fy Fa 
4z DEATH BUT NOT RELATED TO THE ffrcte 24 crobedeee® Oty y ra ed? 4 % 
ay OR CONDITION CAUSING DEATH. (oe Cacchovarcatiar Ctr tare Ke 
re aah A : 7 Lg 
ak BATS GFOPERATION: | 198, MAJOR FINOINGS OF/9 e 20,//auTorsY? 
é eet i p ve NOT] 
21a. ACCIOENT WAS UNDERLYING(L | 21p. PLACE (Home, farm, factory.) 21c. WHERE O10 (City or town) (County) (State) 
OR CONTRIBUTING L] CAUSE OF OEATH| OF INJURY street, office bldg., ete.| INJURY OCCUR? 
(IF EITHER, NOTIFY MEDICAL EXAMINER) — 
2ip. TIME (Month) (Day) (Year) (Hour) | 21!= INJURY OCCURREO | 21F. HOW O10 INJURY OCCUR? 
OF INJURY While Not while 
oom M. at work abanark — 


22. 1 hereby certify that I attended the deceased from Dec..4 ; 19. 5 to Mars36 ibd , that I last saw the deceased 


alive on . March 16, 19 ss and that death occurred at risote from the causes and on the date stated above. 
GNATURE ADDRESS DATE SIGNED 
he 


aI 
y oitene _ Florian Nadolski, M.De, Sykesville, Naryland 3/16. 


» BURIAL, Sarean | OATE THEREOF | NAME OF CEMETERY OR CREMATORY LOGATION (City, 
1 PP 


REMOVAL (SPECIFY) BAO SS Nt. Olivet 


REGISTRAR’S SIGNATURE / 24. FUNERAL OIRECT! 
Lo. wtilidtes bee) Uggare fi 


correct age is especially important. Physicians: 


town, or county) (State) 


REC'O BY LOCAL 


ee d (GES 


OATE 
REC 


> 


MARGIN RESERVED FOR BINDING 
, WITH UNFADING INK. Supply every item of information ca 


PLEASE WRITE PLAID 


VS. A15 


lly. The correct 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 118 NI54) 


0 vy 0 1 4 5 
2554 CERTIFICATE OF DEATH Rae) DWEUND: CA. 
I. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
2 COUNTY Caetsecl MARYLAND STATE Dttel county/ stot. 
tS ei (If outside corporate limits, write RURAL| LENGTH OF STAY, eee (if outside 2 oe limits, write RRS and give nearest town) 
bo ap@ give nearest town) fhie place) 
2 fa L 100N Zea!) ms 
= ‘AL O row Lectad Keke give location) ? 
a INSTITUTION OR ADDRESS 
= TREET ADDRESS Leaf 
av] = 
3 | 3. NAME OF i i is pate Month D ‘Yea 
s DECEASED : (First) (Middle: (Month) (Day) (Year) 
o (Type or Print) DEATH: a 3 p55 
$s 5. SEX: s aoe OR . SINGLE, D, DIVORCE 8 DATE-OF BIRT | AGE last birthday :| Ir uNpex I veAR | ir UNDER 24 HRS. 
7 ACE: WIDOWED, DIVORCED, Months) Days | Hours | Min. 
3]. 71h E77) (Specify): a LE. os 57 yrs. | ] | 
u, | Tea. USUAL OCCUPATION. Give kind of i Mieke, KIND OF BUSINESS OR | II. BIRTHPLACE (State or foreign country): |12. CITIZEN OF WHAT 
° work done during most of working life, INDU: COUNTRY 7 
rf en if *retired) ; Die 7. 
2 | 14. MOTHER'S MAIDEN NAME: - 
a r bape Z Lr Zar 
oe 
2 Was Deceasep Ever InN U.S.ARMEO Forces?} 16, eve. Security No.:| 17. INFORMANY & A ESS: 
5 || (Yes, no, or unk.)| (If Yes, give war or dates of - 
ry te service) Wer. floncin. Tacle. : sae. 
5 18. Pel ae CERTIFICATION aasacyel~ ance 
» | 1: DISEASES Py CONDITIONS DIRECTLY LEADING TO DEATH , . Onset And Death 
wn at a on . 
8 bate Ras esol har tens 1 
3 Immediate cause re Ae o3. hes alone Ace. ban th, IS+ Y 0 
3 pe lecedert causes G) th a £ * f. e 
ases or conditions, any, “a eine cit th reer 
5 giving rise to the above cause Ons 
ay stating the underlying cause Inst, DUE TO. 
a 
bad fe) 
a OTHER SIGNIFICANT CONDITIONS 
Conditions contributing to the death but not 
ss related to the disease or condition causing death. 
§_| I9a. DATE OF OPERATION:) Ib. MAJOR FINDINGS OF OPERATION | 20. AUTOPSY T 
as | Yes 1) No 
& | 21, ACCIDENT (Specify) PLACE (Home, farm, factory, street, (CITY OR TOWN) (COUNTY) (STATE) 
= SUICIDE OF office bidg., ete. | 
cal HOMICIDE INJURY 
> TIME (Month) (Day) (Year) (Hour) | INJURY OCCURED HOW DID INJURY OCCUR? 
=| OF While at Not While | 
4 INJURY m. | Work T) At Work 1 
2 | 22. I hereby certify thét I attended the deceased from ./1>. Daa that I last saw the deceased 
a 
iA alive on 3. ‘., and that death occurred at é i ondahi the mS ca ," stated above, 
B SIGNATURE (Degree or title) - DATE SIGNED 
‘ 
g —" by.) of, ne SS 
« | 23. BURIAL, EN. Pde Y | i NAME OF CEMETER’ Kodi? LOG N (dit pote ll OF coun : (State) 
peo) | 3-7 SS | oye ae Hid, 


BY bre REGISTRAR’S SIGNATURE LEZ H. Fhec a’ (ape 


LISS) 2. Fhareg weer) Miggdicccstles Hele 


ol 


fully. The 


¥ information care: 


please write the causes of death clearly and legibly. 


MARGIN RESERVED FOR BINDING 


VS. Al5— 10-53 ¢ | 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ()254 j 


2955 CERTIFICATE OF DEATH Reg, Dist. No. DC 
1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
county _ Carroll ___ MARYLAND state Maryland county. 
CITY (if outside corporate limits, write RURAL} LENGTH OF STAY citvilt outside corporate limits, write RURAL and give nearest town) 
OR and give nearest town) {in this place) 
X Town Sykesville 3month12day| TOWN Baltimore (2) SINGH =e 
HOSPITAL OR STREET (f rural give location) 
NSTITUTION OR ADDRESS 
18 STREET ADDRESS Springfield State Hospital _| _ 12 N. Kenwood Avenue _y 
3. NAME OF (First) (Middle) (Last) | 4. DATE (Month) _ TDay) “(Year) 
DECEASED: OF 
(Type or Print) JOHN SCHEREUK DeatH: March a4 19 55 
5. SEX: 6. COLOR OR |7. SINGLE, MARRIED. 8. DATE OF BIRTH: 9. AGE last birthday| ir unpen 1 year | Ir unpen Z 
RACE: WIDOWED, DIVORCED. Months| Days | Hours} Min, 
Male White (Specify): Married 8-6-17 37 ys. 


12. CITI 
work done during most of working life, OR INDUSTRY: sountay? ae 
aie 


even if retired) Wireless Operator 


(13. FATHER'S NAME: 


___ Alexander (dec'd) 
415. WAS DECEASED Ever in U.S. ARMED Forceer 


#| (Yes, no, or unk.)| (If Yes, give war or dates 
ue oO of service) 


Oa. USUAL OCCUPATION (Give kind a 108. KIND OF BUSINESS a BIRTHPLACE (State or foreign country) : 


Maryland 


14, MOTHER'S MAIDEN NAME: 


| _ Sophie Bondar 
17. INFORMANT & ADDRESS: 


Hospital records 


18, SOCIAL SECURITY NO. 


215-18-2361 
18. MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


4-210 


INTERVAL BETWEEN 
ONSET AND DEATH 


IMMEDIATE CAUSE tay _Mitral valve disease Unknown 
DUE TO 
ANTECEDENT CAUSE (S) ° 
DISEASES OR CONDITIONS, IF ANY, cay Due to unknown cause 


GIVING RISE TO THE ABOVE CAUSE DUE TO 
STATING UNDERLYING CAUSE LAST. 


(cy 


* =R SIGNIFICANT CONDITIONS CONTRIBUTING CBS assoc. with circulatory is ur saat 


LEATH BUT NOT RELATED TO THE 


F_OR_ CONDITION CAUSING DEATH. months 
OF OPERATION: | 198. MAJOR FINDINGS OF OPERATION nevchotic reaction. 2. AuToeeee 
YES Ta NeiEg] 
21a, ACCIDENT WAS UNDERLYING] | 218. PLACE (Home, farm, factory.| 21c. WHERE DID (City or town) (County) (State) 


IOR CONTRIBUTING (] CAUSE OF DEATH] OF INJURY street, office bldx., etc. 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 
21>. TIME (Month) (Day) (Year) (Hour) 
OF INJURY 


INJURY OCCUR? 


ae ne ORY: OCCURRED 
Not while 
i ey at work 


21F. HOW DID INJURY OCCUR? 
M. 


22. I hereby eS. that I attended the deceased from 12-12. ,195);, to 3-2- ...., 1955, that I last saw the deceased 


correct age is especially important. Physicians: 


alive on _...3: Ss. and that death occyrred at 6: LSAM, from the causes and on the date stated above. 
Wil y ADDRESS DATE SIGNED 
m.o.Sprinefield State Hospital _3-3-55 
23. BURIAL, CREMA’ | DATE THEREOF | NAME OF CEMETERY OR entinton | LOCATION (City, town, or county) (State) 
Speen a | Bae. 55 Holy Redeemer Cemetery Baltimore md. 


DATE REC'D BY LOCAL REGISTRAR’S GNATURE ABD: FUNERAL DIRECTOR ADDRESS 
ISTRAR = fc Les — A Dabrowski 3616 E.Baltimore St. 


MARGIN RESERVED FOR BINDING 


VS, Alb — 10-53 ey het 


WITH UNFADING INK. Supply every item of informat: 


fully. The 


lon care: 


PLEASE TYPE OR WRITE PLAINLY, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 199 5 4 9 
2956 CERTIFICATE OF DEATH Reg. Dist. No. 74%... 
3 Pa. PLACE oF DEATH: 2, USUAL RESIDENCE (HOME) OF DECEASED: 
2 
& 1 Carrol) _ MARYLAND state Maryland county Washington 
= CITY (If outside corporate limits, write RURAL] LENGTH OF STAY SITY(Mf outside corporate limits, write RURAL and give nearest town) 
Lo} OR and give nearest town) (in this place) és 
& | KTOWN Rural = Sykesville since Town Williamsport a 
Pp HT nioRcoR: pone es iif rural give location) ; 
Iss STREET ADDRESS Springfield State Hospital 57 Fenton Avenue ¥ 
3. NAME OF (First) ~ (Middle) (Last) ~) 4. DATE (Month) (Year) 
D EASED: 2 2 
(iype or Print) Frank William SCOTT : beats; March 10 1955 
5. SEX: 6. corey OR |7. SINGLE, MARRIED, 8, DATE OF SIRTH: ~|9. AGE last birthday| iF uncer t vran | IF UNDER 24 Hee. 


WIDOWED, DIVORCED. 


ae Months| D. Hi Min. 
male white (srecity): married | August 31, 1889 | 65 grote (ere ee 
Oa. USUAL OCCUPATION (Give kind of} 108. KIND OF BUSINESS 11. BIRTHPLACE (State or foreign country): |12, CITIZEN OF WHAT 
work done during most of working life, OR INDUSTRY: COUNTRY? 
ongit retked): “Fareer Farming Williamsport, Maryland U.S.A. 


13. FATHER’S NAME: | 14, MOTHER'S MAIDEN NAME: 


Christian Scott Bertha Wilford 


13, WAS DECEASEO EVER IN U.S. ARMEO FORCES? 17. INFORMANT & ADDRESS: 
(Yes, no, or unk.)| (If Yes, give war or dates 


1@, SOCIAL SECURITY No. 


e write the causes of death clear]: 


Ji no __l of service) _unknown Records of Springfield State Hospital 
g - é 18, MEDICAL CERTIFICATION YY [INTERVAL BETWEEN 
| 1 DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 
M AGI K 
90K are CAUSE (A) -Bronchopmetnonta 9. | gy 
DUE To 
ANTECEDENT CAUSE (8) 
DISEASES OR CONDITIONS, IF ANY. (BE) sen 
GIVING RISE TO THE ABOVE CAUSE = bye. To 


ST/¢7i16G UNDERLYING CAUSE LAST. 
LG) ear 


“R SIGNIFICANT CONDITIONS CONTRIBUTING in syndrome with cerebral | about ~ 
SIGNIFICANT CONDITIONS CONTRIBUTING Chronic brain syndrome with cerebral | about 


“OR CONDITION CAUSING DEATH. arteriosclerosis with psychotic reaction. 5 yrs. 
SF OPERATION: | 198. MAJOR FINDINGS OF OPERATION “20. AUTOPSY? 
/ nic ee |v) ce 
214, ACCIDENT WAS UNDERLYING(J | 21B. PLACE (Home, farm, factory.) 21c, WHERE DID (City or town) (County) (State) 
OR CONTRIBUTING [] CAUSE OF DEATH| OF INJURY street, office bldg., ete.) INJURY OCCUR? 
(IF EITHER, NOTIFY MEDICAL EXAMINER) -—— whe. 
2ip. TIME (Month) (Day) (Year) (Hour) | 21& nesta OCCURRED | 21F. HOW DID INJURY OCCUR? 
OF INJURY Whil Not while 
rr M. at wou at work 


22. I hereby certify that I attended the deceased from May. 13... 2g to March ale) 19 55 that I last saw the deceased 
alive on March 10. I 1955 , and that death occurred at 830) from the causes and on the date stated above. 


correct age is especially. important. Physicians: 


SIGNATURE Be kh. Fypri n Nadolski, MOD. ADDRESS DATE SIGNED 

! aol cae 3Aa/ss 

237BURIAL, ae) DATE THEREOF EaEee OF CEMETERY es a pices: Hy (City, town, oF county) (State) 
> REMOVAL, (SPECIFY) Hes y- Aut Me ws (Coat a , 
ive. ee g 

DATE REC'D BY LOCAL 

GISTRA — 

LIES \ 2 


Bu Waraf shy ay, Wier 
REGISTRAR SIGNATURE | 24, F REC /$ Z 
Z dsay thea! Male ELA 


yet 


< 


s 


MARGIN RESERVED FOR BINDING 


@( = 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of info 


VS. Al5— 10-53 


fully. The 


lon care: 


ti 


= 


please write the causes of death clearly and legibly. 


correct age is especially important. Physicians 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


255% CERTIFICATE OF DEATH 


 p8 


Reg. Dist. No. 


1. PLACE OF DEATH: 


2. USUAL RESIDENCE (HOME) OF DECEASED: 


COUNTY Carroll MARYLAND. state Maryland county “rederick 
CITY (If outside corporate limits, write RURAL] LENGTH OF STAY citvat outside corporate limits, write RURAL and give nearest town) 
OR and give nearest town) (in this place) 

TOWN Sykesville 10 days Town Knoxville ee eae 
HOSPITAL OR ; STREET (If rural give location) : 
INSTITUTION OR ADDRESS 

/S STREET ADDRESS Snrinpfield State Fospital v 

3. NAME OF (First) (Middle) (Last) 4, DATE (Month) (Day) (Year) 
DECEASED: : = ek SR 
(type or Print) CHARLES FREDERICK SHANK peat: MARCH 15 1955 

B. SEX: 6. COLOR OR |7. SINGLE. MARRIED. 6. DATE OF BIRTH: 9. AGE last birthday| Ir unpre | YEAR| 17 Unen 2a Hae, 

RACE: IDOWED, DIVORCED, Months| Days | Hours| Min. 
Male | White Specify) 15 Gowed LO-2f- IE OP | AE yrs 


BIRTHPLACE (State or foreign country): ]12. CITIZEN OF WHAT 


COUNTRY? 


PREEARES EVER iIN\UlE! AnwesiFanceer 
; fo, or unk.)| (If Yes, give war or dates 


NOa. USUAL OCCUPATION (Give kind of; 108. KIND OF oo Neee WwW. 
work done during 7 i) ife, oR! UST! 
even if retired) « 


16, SOCIAL SECURITY NO. 


Hosnital records 


22 of service) = —— 
168. MEDICAL CERTIFI 


1 DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 
2. 
MMEDIATE CAUSE 


CATION INTERVAL BETWEEN 


ONSET AND DEATH 


Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH. 

19a. DATE OF OPERATION: 198. 


CBS a 


MAJOR FINDINGS OF OPERATION 


cay _Bronchopneumonia (terminal) days 
DUE TO 
ANTECEDENT CAUSE (8* 
DISEASES OR CONDITIONS, IF ANY. cw) _Arteriosclerotic Cardiovascular Disease Unknown 
GIVING RISE TO THE ABOVE CAUSE DUE To 
STATING UNDERLYING CAUSE LAST. 
cc? 


sé 


culatory disorde 
is. 4 - lk wks. 
20, AUTOPSY? 


tic reaction. 


ATURE 


23. BURIAL, CREMATION, 


YES oO NO fa 
21a. ACCIDENT WAS UNDERLYING(] | 218. PLACE (Home, farm, factory.| 21c. WHERE DID (City or town) (County) (State) 
OR CONTRIBUTING [] CAUSE OF DEATH] OF INJURY street, office bldg., ete.| |NJURY OCCUR? ‘ 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 
21D. TIME (Month) (Day) (Year) (Hour} 21E INJURY OCCURRED | 21F. HOW DID INJURY OCCUR? 
OF INJURY While Not while 
M. at work at work 
22. I hereby certify that I attended the deceased from 3-11. ,1955, te . 3-15..., 1955, that I last saw the deceased 
alive on _.....3=15 . 5, and that death occurred at ot 35PM, from the causes and on the date stated above. 


ADDRESS 
M.D. Sprinsfield State Hospital 


DATE SIGNED 


3-18.55 


DATE THEREOF | 


Bo fb FF 


RAC H 


ne {SPESIFY) 
DATE REC'D LOCAL REGISTRAR'S SIGNATURE 


C.Wstttdg Zeer) __ 


ag: pia DIRECTOR : bP ADDRESS v7 


VS. A15 


, WITH UNFADING INK. Supply every item of information ecaréfully. The correct 


MARGIN RESERVED FOR BINDING 


Lae 


\ 


PLEASE WRITE PDAIN, 


please write the causes of death clearly and legibly. 


age is especially important. Physicians: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 2544 


2517 CERTIFICATE OF DEATH Reg. Dist. No. Df 


I. PLACE OF DEATH: 2, USUAL RESIDENCE (HOME) OF DECEASED: 
COUNTY Carroll MARYLAND STATE county Carrol] 
GITY Ut outside corporate Timits, write RURAL|LENGTH, OF STAY| CITY (If outside corporate limits, write RURAL and give nearest town) 
ay ag and give nearest (ip this place) OR 
WN Westminster 6yrse TOWN Rural -- Mt, Air 
HOSPITAL OR green (if rural give location) 7 
DDRE 
Gosmest ADDRESS County Home DRESS 
3. NAME OF ~TPirst (Middle) (Last) 4. DATE (Month) (Dry) (Year) 
(Type or Print) AUGUSTUS E. SHIPLEY DEATH be 19 
5. SEX: & ZOLOR OR | 7. SINGLE, MARRIED, | 8. DATE OF BIRTH: 9, AGE last birthday;| Ir uNpex 1 yean| fr UNDER 24 HAS. 
8 fi ee Months) Daya | Hours | Min. 
male white (Speci): Le = 86.0" | cay ! 
“Ta. USUAL OCCUPATION. Give kind of | 10b. ‘ine OF BUSINESS OR | 11. BIRTHPLACE (State or foreign country): /12. CITIZEN OF WHAT 
work done during most of working life, INDUSTRY: COUNTRY? 
cen if retlteds borer general Maryland oS 


13. FATHER’S NAME: 14. MOTHER’S MAIDEN NAME: 


John K, Shipley Rachel A. Dixon 


15 Was Deceasep vee In U.S.ARMED Forces?| 16, rai Securiry No.:| 17, INFORMANT & ADDRESS: 


(Yes, no, or unk.)| (If Yes, give war or dates of none Albert z 1 Shipl ey, Mt K Airy, Ma ‘ 


no pecpise) 
18. MEDICAL CERTIFICATION 


Interval Between 


1. DISEASES OR CONDITIONS DIRECTLY Onset And Death 


Lax. 
Immediate cause (a) No EEG 


Antecedent causes (s) 
Diseases or conditions, If any, (by tas eR 


giving rise to the above cause 
stating the underiying cause last, DUE TO 


(ec) 


1I. OTHER SIGNIFICANT CONDITIONS 
Conditions contributing to the death but not | 
related to the disease or condition causing death. 
19a. DATE OF OPERATION:| 19b. MAJOR FINDINGS OF OPERATION | 20, AUTOPSY f 
| Yes No 
21. ACCIDENT (Specify) weds ‘Home, farm, factory, street, (CITY OR TOWN) (COUNTY) (STATE) 
SUICIDE office blde., etc.) | 
HOMICIDE 
TIME (Month) (Day) (Year) ( INJURY OCCURED HOW DID INJURY OCCUR ? 
OF While at Not While | 
INJURY Work 0 At Work 


22. I hereby =e’ that I attepded the deceased from 4 i, +19 “Ay that T last saw the deceased 
119.2. ~4 an and that death occurred at . ae ve vile , from pe cause and on the date stated above. 


alive o! oe 
SIGNATURE (Degree or title) AD! DATE SIGNED 
WC. ges, Em Me demt Ie ek) 
-. URED eva | DATE THEREOF 955 _| “NAME OF CEMETERY Of GREMATORY LOCATION (City, town, or county) (State) 
Brandenburg | Carroll] Co, Maryland 
mapa oe ag eee ca nce an GNATURE_ ‘¢ FUNERAL DIRECTOR ADDRESS 
C. M. Waltz, Winfield,Maryland _ 


pce ety 
vie 


¢. 


VS. AISA - 5-53 


— 


geal 
item of information carefully. The correct 


the causes of death clearly and legibly. 


o 
Z 
a 
2P 
BE 
a) foe! 
m Ee 
Qa a 
me 
ge ie 
a 22 
mn a 
Bo” 
a 2a 
225 
S ae 
nae 
cy igte 
as 
BE 
BR 
pig 
Sa 
<3 
W's 
a8 
on 
Ee 
5. 
a 
ae 
mn 
<t 
is) 
I 
Pa 


* ese N2545 


OAL YY ST. DEP. RI MENT OF HEALTH—BALTIMORE, 18 Reg. Dist. 
€ te =l=50 et 
$ r 
MEDIGAL ‘Ki NER’S CERTIFICATE OF DEATH wo. ZK. 
I. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
county Carroll MARYLAND stave llaryland county Badbdmere 
CITY (if outside corporate limits, write RURAL | LENGTH OF STAY|| CITY (If outside corporate limits write RURAL and give nearest town) 
OR and give nearest town) (in this place) OR ‘“é 
TOWN Sykesville 2 y 1 m 25 TOWN Baltimore 30, Md. 3V 6} 
HOSPITAL OR STREET (if rural, give location) 
ree OR . ABDEESS \, 
STREET ADDRESS Springfield State Hospital 2704 Washington Blvd 
3. NAME OF (First) (Middle) (Last) 4. DATE (Month) (Day) (Year) 
DECEASED: . OF 
(Type or Print) Robert Merrill Smith | DEATH 3 26 1955 
&. SEX: 6. COLOR OR 7. SINGLE, MARRIED, 8. DATE OF BIRTH: 9. AGE last birthday: | m UNDER I YgaR | IF UNDER 24 HRS. 
RACE: py hag Ae Mee, iesipcrigit «A Months| Daye | Hours | Min. 
: (Specify) : ee aSe Brace ROSS. | | 
10a, USUAL OCCUPATION (Give kind of | 10b. KIND OF BUSINESS OR | 11. BIRTHPLACE (State or foreign country):| 12. CITIZEN OF WHAT 
work done during most of work life, INDUSTRY, COUNTRY? 
even if retired) ; tid - if Ss. 


13. FATHER'S NAME: 
Eugene Smith 


16. Was Deceasep Ever In U.S. ARMED Forces? 
(Yes, no, or unk,)} (If Yes, give war or dates of 


FE service) 


14. MOTHER’S MAIDEN NAME: 
Angie 
17. INFORMANT & ADDRESS: 


16. SociaL Secyaity No.: 
Yk ’ Miss Eva Bean,270 Washington Blvd, Baltimore3( 


18. MEDICAL CERTIFICATION 


& INTERVAL BETWEEN 
1, ed ON CONDITIONS DIRECTLY LEADING TO DEATH: Cepia 2 


Immediate cause 


l, Antecedent cause(s) 
() Diseases or conditions, if any, 
giving rise to the above cause 


> f stating underlying cause last (ce) 
H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING | 
E 


TO THE DEATH BUT NOT RELATED TO 
ITION CAUSING DEATH, 


19a, DATE OF OPERATION: | 19. MAJOR FINDING OF OPERATION: 20. AUTOPSY? 
Ye ON 
Zia. EXTERNAL CAUSE WAS 21d. PLACE (Home, farm, factory, | 2ie. (City or town) (County) (State) 
PRIMARY [] or CONTRIBUTING 1] OF street, office bldg., ete., | 
CAUSE OF DEATH. INJURY Hospita ke dle 5 q 
21d. TIME (Month) (Day) (Year) (Hour) | 2le. INJURY OCCURRED 2if. HOW DID INJURY OCCURT 
OF While at Not while _ 
Ingury3 -13= 55 M.| work Ll at_work +. fell out 
22. I hereby certify that I took charge of the remains d ibed above, held an Autopsy (1), Inspection 1, Inquiry 0), and 
nae that death resulted from: Natural causes  aakides 0, Suicide, Homicide ], Undetermined cause Q. 
SIGNATI CHIEF MEDICAL EXAMINER DATE SIGNED 
A! 


i S Dy eS ae DEPUTY MEDICAL EXAMINER i 
sil Je M.D. ASSISTANT MEDICAL EXAM. STAN 
U: 


6. BOO AL anetty lo” | DATE THEREOF | NAME i CEMEDERY, OR CiMdPOR Y | LOCATION town, or county) tate: 
By peclfy) < . 
(_ ee 9-38-55 p ) 
“DATE REC'D BY LOCAL REGISTRAR’S SIGNATUR: 24, NERAL DIRECT* ADD! 


) 
Wat 2LLIES | 2. Vette” 2 _ eed Ge. 2leht td Behr 


$A nvaund 


VS. A15 8-51 


MARGIN RESERVED FOR BINDING 


PLEASE WRITE PLAINLY, WITH UNFADING INK. Supply every item of informatien carefully. The correct 


age is especially important. Physicians: please write the causes of death clearly and legibly. 


INSTITUTION OR 
#) STREET ADDRESS b ty aie f Ly Pre ADDRESS wee are 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 025 & 16 


9 CERTIFICATE OF DEATH Reg. Dist. No..... 
ee 
I. PLACE OF DEATH: 2, USUAL RESIDENCE (HOME) OF DECEASED: 
COUNTY, Lelia! MARYLAND STATE é COUNTY 
Oe nee ecerene oe eee aE eae CITY (If outside corporate limits, write RURAL and give nearest town) 
4 
Ber 25 ye, | Sun we L Lidar eae? a7 
HOSPITAL OR sth (if rural; give location) r 


3. NAME OF (First) Le. (Last) 4. DATE (Meith) (Day) (Year) 
DECEASED: P) bai OF 
(Type or Print) Gree /WNO 7 T- DEATH: ¢ 3 Lz 1955 
&. BEX: 6. COLOR OR LM — MARRIED, 8, DATE OF BIRTH: 9. AGE last birthday: | 1F UNDER I YEA F UNDER 24 HRS, 
RACE: pA ch, DIVORCED, 


Pact Days He Min, 


ms aes ie. 


10a, USUAL OCCUPATION (Give kind of 0b. KIND OF BUSINESS OR | 11. BIRTHPLACE (State or forcign country): 
work done during most of working life, IN, he, 
even if retired): ne ¥ 


13. FATHER’S NAME: 


Wd ih leupen ©): 


I fio Lipa NAME: 
15. Was Dectasep Ever IN U.S. Anmen Forces 7 16. Socian Secuniry No.: 
(Yes, no, or ae (If Yes, give war or dates of 


17. ee & ADDRESS: Dod brs De 
as eh! 01- OY h ae Saaty hii latrt le 


18, Hoe 2 ataiak In LB 4 
TERVAI ET WEEN 
TO DEATH; OxseTann DeaTtA 


12. CITIZEN OF WIIAT 
COUNTRY? 


w-S. 


1. DISEASES OR CONDITIONS DIRECTLY LEAD) 


#204 
Immediate cause (2) ae 
DUE TO 


Antecedent cause(s) 
Diseases or conditions, if any, __ (b). 
giving rise to the above cause DUE 
stating underiying cause Inst 
©) 
Il, OTHER SIGNYFICANT CONDITIONS: if 
Conditions contributing to the death but not | 
related to the disease or condition causing death. | 
18b. MAJOR FINDINGS OF OPERATION: | 20, AUTOPSY? 


18a. DATE OF OPERATION: 
Yes] No 
21. ACCIDENT (Specify) args (Home, farm, factory, strect, { (CITY OR TOWN) (COUNTY) (STATE) 
SUICIDE office bldg., etc.) i 
HOMICIDE Roury 4 
TIME (Month) (Day) (Year) (Hour) INJURY OCCURRED HOW DID INJURY OCCUR? 
F While at | Not while 


INJURY M. 


22, I hereby certi, 


alive on.....8 
SIGNATURE 


f 
BURIAL, CREMATION | DATE TIIFREOF | NAME 
REMOVA, (Specify) : at =3 b- 19S 5 soot 


parr eeeD BY nO ee ae SIGNATUR! 7 4 


work} at work 


hy COs eg (A)... 1904, that I last saw the deceased 
, from the peuses and on the date stated aboye. 


L4 » 
ADDRESS 


MARGIN RESERVED FOR BINDING 


g (. 


PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of informat 


VS. A15 — 10-53 


= 
bre 


please write the causes of death clearly and legibly. 


@.) 


‘drefully. The 


correct age is especially important. Physicians 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02547 


2559 CERTIFICATE OF DEATH ek Diet. Rae Foes 
1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
county Carroll MARYLAND state Maryland county 
CITY (If outside corporate limita, write RURAL] LENGTH OF STAY CITY outside corporate limite, write RURAL and give nearest town) 
OR and give nearest town) (in this place) 
PE TOWN Sykesville yrs. 2 Ss Fown Baltimore City 3V eo te ca 
HOSPITAL OR STREET Uf pural give location) 
“ANSTITUTION OR ADDRESS He. 
Z a= 
JS steer ADDRESS SPRINGFIELD STATE HOSPITAL ads . 
3, NAME OF (First) (Middle) (Last) 4, DATE (Month) (Day) (Year) 
DECEASED: ; OF 
(Type or Print) JOHN SONNENLEITER peata: March 6 1955 
5. SEX: 6. COLOR OR|7. SINGLE, MARRIED. 8. DATE OF BIRTH: GAGE Hest birthiiay (ir Uagae yaaa Urlapennsee 
RACE: WIDOWED, DIVORCED. Vohtial Deva | dives | Mmm 
Male White (Specify): Single 1879 75 yrs. ‘ is 
HOA. USUAL OCCUPATION (Give kind of} 108. KIND OF ‘BUSINESS 11. BIRTHPLACE (State or foreign country): J12. CITIZEN OF WHAT 
work done during most of working life OR INDUSTRY, COUNTRY? 
even if retired}: Peggar Zar “— Maryland ’ UsSehe 


13. FATHER’S NAME: 
John Sonnenleiter, Sr. 


8. WAa DECEASED Ever IN U.S, ARMED Forces? 


(Yes, sag. or unk.)| (If Yes, give war or dates 
N of service) way 


14. MOTHER'S MAIDEN, NAME: 


Yut — 


17. INFORMANT & ADDRESS: 


Hospital records 


16. SOCIAL SECURITY NO. 


Berke — 


18, MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


2oo.l 


ANTECEDENT CAUSE (8° 


DISEASES OR CONDITIONS, IF ANY, (B) 
GIVING RISE TO THE ABOVE CAUSE DUE To 


STATING UNDERLYING CAUSE LAST. 
<3) Lymphosarcoma - 


II OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH. 

19a, DATE OF OPERATION: 198. MAJOR FINDINGS OF OPERATION 


INTERVAL BETWEEN 
ONSET AND DEATH 


IMMEDIATE CAUSE (Ay Pulmonary embolism Minutes 
DUE To 


Micro. investigation Months 


20. AUTOPSY? 
YES ie} Nor} 


21c. WHERE DID (City or town) (County) (State) 
INJURY OCCUR? 


l2ta. ACCIDENT WAS UNDERLYING 1) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
21po. TIME (Month) (Day) (Year) (Hour) 
OF INJURY 


21p. PLACE (Home, farm, factory. 
OF INJURY street. office bldg., etc. 


cabs INJURY OCCURRED 


21F. HOW DID INJURY OCCUR? 
hile (a Not while 
‘k 


M. at wor! at work 

22. I hereby certify that I attended the deceased from 3e2 ....... , 1955 eee 3-8 ney 1955 , that I last saw the deceased 

alive on 378 . 1955. . and that death occyrred at 9:30PM, from the causes and on the date stated above. 

SJGNAT, ADDRESS DATE SIGNED 

m.o. Springfield State 9-55 
23. a pan 3.) [pe NAME GF CEMETERY OR CREMATORY: |A LOCATION ae ones oF P eat (State) 
EMO’ (§PECIFY) y tf 
t, g FP 
herceef” 5S! (edin tbl i ee Ae 
DATE REC'D BY LOCAL Cl ae S SIGNATURE 24. pe IRECTOR ADDRESS 


REGISTRAR 


te LIES 


L. tye Gite hu pxe@ —- 156) E. tort ere, SAG 


a 


MARGIN RESERVED FOR BINDING 
PLEASE TYPE OR WRITE PLAINLY, WITH UNFADING INK. Supply every item of information carefully, The 


VS. A15 — 10-53 


please write the causes of death clearly and legibly. 


correct age is especially important. Physicians 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02548 


2560 CERTIFICATE OF DEATH Reg. Dist. No. 4%... 
1. PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
COUNTY Carroll MARYLAND. state Maryland county Montgomery 


CITY (If outside corporate limits, write RURAL| LENGTH OF STAY Siryi it outside corporate limits, write RURAL and give nearest town) 
OR and give nearest town) (in this place) 
X Town Sykesville 2 yrs. 9 moa. TOWN Bethesda ISK -2 
HOSPITAL OR STREET (If rural give location) 
INSTITUTION OR > ADDRESS } 
/§ STREET ADDRESS Springfield State Hospital c 7810 Custer Road / 
3. NAME OF (First) (Middle) (Last) 4. DATE (Month) (Day) (Year) 
DECEASED: OF 
(Type or Print) Mabel Test peatn:March 15 1999 
3S. SEX: S- conor. OR |7. WuDeyeEniGIvGReED: 8. DATE OF BIRTH: 9. AGE last birthday| If unper 1 year | IF UNDER ta Hrs. 
‘CE: Months| Days | Hours Mi: 
Female | White (Specify): Widowed | 8-17-81 73 ee 
10a. USUAL OCCUPATION (Give kind of] 108. KIND OF BUSINESS , BIRTHPLACE (State or foreign country): [12. CITIZEN OF WHAT 
work done during most of working life, OR INDUSTRY: COUNTRY? 
even if retired) Hosewi fe —-- Ohio Usd Ine 
13, FATHER'S NAME: 14, MOTHER'S MAIDEN NAME: 
William Hart Emily Watt 


1s. Waa DECEASED EVER IN U.S. ARMED FORCES! 


(Yes, no, or unk.)] (]f Yes, give war or dates 
Now. of service) 


18. SDCIAL SEcuRITY No. 


577-16-34,57 


18. MEDICAL CERTIFICATION INTERVAL BETWEEN 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 


33 1x hours 


17. INFORMANT & ADDRESS: 


Hospital records 


IMMEDIATE CAUSE (A) 
ve to Cerebral Hemorrha OREEE thar 
ANTECEDENT CAUSE (S> p 5 ge 
Bene ae OLIBONG AIF ANY: (B)_ _Cerebral Arteriosclerosis years 
GIVING RISE TO THE ABOVE CAUSE DUE TO 
STATING UNDERLYING CAUSE LAST. 
 & rs 


TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH. 
19a. DATE OF OPERATION: 


Il OTHER SIGNIFICANT CONDITIONS CONTRIBUT . | 


198. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 


YES oO NO || 


21c. WHERE DID (City or town) (County) (State) 
INJURY OCCUR? 


21a. ACCIDENT WAS UNDERLYING (] 
JOR CONTRIBUTING [] CAUSE OF DEATH) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21D. TIME (Month) (Day) (Year) (Hour) 


218. PLACE (Home, farm, factory, 
OF INJURY street, office bldg., ete. 


UE INJURY OCCURRED 21F. HOW DID INJURY OCCUR? 


OF INJURY hile Not while 
M. at work at work 
22. I hereby certify that I attended the deceased from 5-16... 12 Mo Ba LS ext. i; 19.55, that I last saw the deceased 
alive on 3615 ....,1955., and that death eisai atl1:25.. PM, from the causes and on the date stated above. 
ae lores? DATE SIGNED 


lorjasd. Sika ville hed, 3/15/55 


5 BURIAL, gE “ae a pone NAME > OR CREMATFORY- LOCATION (City, town, or county) (State) 


OC ctes ASPECIFY) 3 S#- L595 oc fj Ze 4 Z. Bae 
DATE REC‘D! BY = REGISTRAR’S SIGNATURE UNERAL DIRECTOR a 
EGISTRAR Lhe 1 Me 
1a) Sih) chews eects - 29 0a/- lf FLEY Ze) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ()2549 


v 
& 1 
& 296 CERTIFICATE OF DEATH Reg. Dist. No. 7 
5 - 
al 1, PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 
Lad 
; county Carrol MARYLAND _ state Maryland county __ 
CITY (If outside corporate limits, write RURAL| LENGTH OF STAY CITY(If outside corporate limits, write RURAL and give nearest town) 
and give nearest town) (in this place) OR , 
: Sykesville = TOWN Baltimore City BE fee 
HOSPITAL OR STREET (If rural give location) 
‘ INSTITUTION OR , ADDRESS j 
VEY A STREET ADDRESS Springfield State Hospital _ .  eohes WA 
3. NAME OF (First) (Middle) (Last) Ke DATE (Month) (Day) (Year) 
DECEASED: OF 
(Type or Print) ANNIE VACEK A) DEATH: U8 ahi 8 19 55 
5. SEX: 6. COLOR OR |7. SINGLE, MARRIED. 8. DATE OF BIRTH: 9. AGE last birthday| Ir unoen 1 veEAR| IF UNDER 24 Hae. 
RACE: AE ee ee eR Months| Days | Hours { Min. 
Female | White (Specify): Single unknown | 83 vrs. 


HOA. USUAL OCCUPATION (Give kind of 
work done during most of working life! COUNTRY? yy 


even if retired): Domestic Bohemia unknown 
13, FATHER’S NAME: | 14. MOTHER'S MAIDEN NAME: 


unknown 
17. INFORMANT & ADDRESS: 


Hospital records 


10s. KIND OF BUSINESS 


11. BIRTHPLACE (State or foreign country) 
OR INDUSTRY: 


2. CITIZEN OF WHAT 


ye L unknown 
13. WAS DECEASE! eR IN U.S, ARMED FORCES? 
(Yes, no, or unk.)| (If Yes, give war or dates 
of service) none 
= & 18. MEDICAL CERTIFICATION 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


16, SOCIAL SECURITY No, 


INTERVAL BETWEEN 
ONSET AND DEATH 


please write the causes of death clearly and legibly. 


4 J 
IMMEDIATE CAUSE ‘ay Multiple lung abscesses with bronchopneumontia about 1 
mronth— 
ANTECEDENT CAUSE (8) Tenags 

DISEASES OR CONDITIONS, IF ANY, cs) Fracture, neck of right. femur _}|_ 1 month 

GIVING RISE TO THE ABOVE CAUSE = nye To | 

STATING UNDERLYING CAUSE LAST. 

(ce) 


, WITH UNFADING INK. Supply every item of informatio: care: 


correct age is especially important. Physicians: 
d 


R SIGNIFICANT CONDITIONS CONTRIBUTING 
“hs DEATH BUT NOT RELATED TO THE - : 2 . 

“<» FOR GONDITION CAUSING DEATH. -PSyChosis with cerebral arteriosclerosis. | Years 
m4 DA. OF OPERATION: 198. MAJOR FINDINGS a OPERATION 


k femur, right; Roger-Anderson well-le 
2/10/55 9 emur y EN; ge g 


applied. 
21a. ACCIDENT WAS UNDERLYING 1) 


215. PLACE (Home, farm, factory, 
OR CONTRIBUTING [] CAUSE OF DEATH! OF INJURY street, office bldg., ete. 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Hospital 
24D. TIME (Month) (Day) (Year) (Hour) ] 21£ INJURY OCCURRED | 
OF INJURY 9 While il Not while i 
at work at work ‘ 


20, AUTOPSY? 
Yes ibs NO oO 
ees ae (City or town) (County) (State) 
White Working in dinipe room at hospital 
21F. HOW DID INJURY OCCUR? i 
M. Patient fell to floor 

22. I hereby certify that I attended the deceased from 2oGre aap: 5s, to. 3/8 ng 19.55, that I last saw the deceased 


alive on pve ee | 55 and that death occyrred +2254 M, from the causes and on the date stated above. 


IGNATYY ADDRESS DATE SIGNED 
uppers J: m.d. Springfield State Hosp. 3/6/55 
,» CREMATION, 


URIA DATE THEREOF ME OF CEMETERY OR CREMATORY | LOCATION ity, town, or wy} (State) 
2 
Ve as I tine: 2 


EMOYAL “<SPECIFY) li g sr 


DATE REC'D BY LOCAL EGISTRAR’S SIGNATURE 4 FU i= LL DIRECTOR ADDRE! 
Mel foe Le. Lerlesoh [Mtn L Wlee 2334 offre AG. 


PLEASE TYPE OR WRITE PLAINLY, 


. — 10-53 gS 
piseerS () MARGIN RESERVED FOR BINDING 


=) 


7 


SERVED FOR BINDING 


MARGIN"® 
WITH UNFADING INK. Su 


rd 


PLEASE WRITE PLAINLY, 


VS. A15 


ipply every item of information carefully. The correct age 


is especially important. Physicians: please write the causes of death clearly and legibly. 


’, 


Pp 5 6 9 MARYLAND STATE DEPARTMENT OF HEALTH {) 2 ee 5 0) 
2411 N. Charles Street, Baltimore 7 
CERTIFICATE OF DEATH Reg, Dist. Now... Senn 
“TL. PLACE OF DEATH: 2 USUAL RESIDENCE (HOME) OF DECEASED: 
Carroll MARYLAND New York 
CITY (if outwide corporate limits, write RURAL and | LENGTH OF STAY CITY (i outside corporate limits, write RURAL and give nearest town) 
OR iy, tbia OR , 
fownfear West 2uonens Town Hancock 29%. 3 
TEESE on Tus ec aod 
62 street appress Westminster Road \ 
3. As (First) (Middle) (Last) 4. ee (Montb) (Day) (Year) 
(Type or Print) DENNIS weecome | DEATH I> — » SS 
. 6. COLOR OR RACE Re ee § DATE OF BIRTH 9. AGE last birthday | If under hon If under 24 hrs. 
White | mpowebagiarem |Tan.i9, 1892 |” “6s Bethe Ba [Hours] Mi 
10a. USUAL OCCUPATION (Give kind of work} 10b. KinD or Busingss on | 11. BIRTHPLACE (State or foreign country) 12, Cretan op WHat 
done during most of working life, ev: Invustry | | Cor 
_Horeman For’ ad; New York He 
13. FATHER'S NAME | 1a, MOTHER'S MAIDEN NAME 
Claude Welcome Angeline Demar 
a Was Shei eles Sint In we inet 16. SoctAL Sacunity No. 17. INFORMANT AND ADDRESS 
Oe i en bernie nN 88-01-7141 Leah R.Welcome,Mexico,N.Y. 


18. MEDICAL CERTIFICATION 
I. DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


42 sig. AO cause (a)_-... Corona Lhircoactm Sg —"" 
Hucsesrreiiee tan, 0. brderin Clrate, CV Dercece ctareh Cin hee, 


aiving rive to the above causa 
stating the underlying cause last ee , 


Il. OTHER SIGNIFICANT CONDITIONS 
Conditions contributing to the death but not 
related to the disease or condition causing death. 


19a. DATE OF OPERATION | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
Yea No 

21. ACCIDENT t PLACE (Home, farm, factory, atreat, | CITY OR TOWN. T 

SUICIDE ee | oF meebo : : ? pee) ad] 

HOMICIDE INJURY 

TIME (Month) (Day) (Year) (Hour) | INJURY OCCURRED HOW DID INJURY OCCURT 

oF While at Not While | 

INJURY m. | Work (At work 9) 
22. I hereby certify that I attended the deceased tro EL , 199.8.., to. 

alive on ... 195S.., and that death occurred at....../. 
SIGNAT' (Degreo or title) 


Lets, E. Pridef 


23. BURIAL, CREMATION | DATE THEREOF 
EMQVAL (Specify) 


DATE REC'D BY LOCAL 


REG. S— (3-55 


24. FUNERAL DIRECTOR / // / ¢ 
J.¥.Eline & Sons,Reusterstown,Md. 


6 
a 


MARGIN RESERVED FOR BINDING 


VS. A15— 10-53 £ ot 


_. .MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 !!2551] 


' 2563" *  GERTIFICATE OF DEATH Reg. Dist. No. 7% 


oTo wre 


1, PLACE OF DEATH: 2. USUAL RESIDENCE (HOME) OF DECEASED: 


COUNTY Carroll MARYLAND STATE Maryland COUNTY. Montgomery 
city (If outside corporate limita, wrlte RURAL) LENGTH OF STAY CITY(If outside corporate limits, write RURAL and give nearest town) 
OR ioe give Bae ay 3 tin this a e) OR a e " ae 
y townkural - Sykesville 6 mos. 1S dalys town Silver Spring 15-56 -& 
AS UERCOR SUR EED (If rura} give location) 
4 is DRESS : 
/S stReet avoress Reringfield State Hospital 11806 Dewey Road JS 
3. NAME OF (First) (Middle) (Last) 4. DATE (Month) (Day) (Year) 
DECEASED: OF 
entree) MARY ESTHER WILLIAMS 4 Sexagld 28 ee 
5. SEX: 6. COLOR OR |7. SINGLE, MARRIED, 8. DATE OF BIRTH: 9. AGE last birthday| Ir uNoen« year] Ir uNoeR 24 HRs. 


Sar 


WIDOWED, DIVORCED, 
Fe Male Wrest): Maryse 4/17/92 Bosadeoe her tee 
1Oa. USUAL OCCUPATION (Give kind of} 108. KINO OF BUSINESS. 11, BIRTHPLACE (State or forei: t 4 . 
work note porta most of working life.| OR INDUSTRY: | a ae Ne ea Eee weRe 
done during i . 
sien tt Tetr Chompewite Washington, D. C. USA 


13, FATHER'S NAME: 14, MOTHER’S MAIDEN NAME: 


Mary Martha Lynch 


17, INFORMANT & ADDRESS: 


Record, Springfield State Hospital 


INTERVAL BETWEEN 
ONSET AND DEATH 


William B. Garner 
te. Was DECEASED EVER IN U.S, ARMED FORcEST 
(Yes, no, or unk.)| (If Yes, give war or dates 
‘no of service) me 


16. SOCIAL SECURITY NO. 


Zak - 


18. MEDICAL CERTIFICATION 
1 DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 
AGOK ‘ 
IMMEDIATE CAUSE ta) Cardiac renal vascular disease 1 year ?f 
DUE TO 


iw 


please write the causes of death clearly and legibly. 


ANTECEDENT CAUSE (8> 


DISEASES OR CONDITIONS, IF ANY, ‘e _Arteriosclerosis unknown 


GIVING RISE TO THE ABOVE CAUSE UE To 
STATING UNDERLYING CAUSE LAST. 


ic) Diabetes mellitus 1 yearf 


Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 


TO THE DEATH BUT NoT RELATED TOTHE . Chronic Brain syndrome associated with | ] year 
DISEASE OR CONDITION CAUSING DEATH, £. ni with psychotic reagtion 
20 


194. DATE OF OPERATION: | 198. MAJOR FINDINGS OF OPERATION AUTOPSY? 
ve No fy 


21c. WHERE DID (City or town) (County) (State) 
INJURY OCCUR? 


21a. ACCIDENT WAS UNDERLYING 1) 
IOR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
21p. TIME (Month) {Day) (Year) (Hour) 
OF INJURY 


218. PLACE (Home, farm, factory. 
OF INJURY street, office bldg., ete. 


2le INJURY OCCURRED 
While Not while 
at work at work 


21F. HOW DID INJURY OCCUR? 
M. 


22. I hereby certify that I attended the deceased from o/ 7 eA 199k, ton! 3/ 23 wy 19. 55) that I last saw the deceased 
alive on wn BL22 eat , 1955. ., and that death occurred at 5:25AM, from the causes and on the date stated above. 


asthe ; a, ADDRESS DATE SIGNED 


M.D. Sykesville, Marvland 3/23/55 
23. BURIAL, CREMATION,| DATE THEREOF NAME OF CEMETERY OR CREMATORY | LOCATION (City, town, or county) (State) 
REMOVAL (SPECIFY) fr wy, Z ad bE sin 
beret + Kewonl' 2-24-65' Yeo Wish. = Litera bee 
REGISTRAR'S SIGNATURE | 24, FUNERAL DIRECTOR AGORESS 


eR BY LOCAL ae S Mb&bad Pe wee 
41963 | L. hfttty Lyte 2 Setretre | Uonae" “ey gah be) 


correct age is especially important. Physicians 


